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Factors of Safety in Surgery of Toxic Goiter* 


R. M. Howarp, M.D. 
OKLAHOMA CITY, OKLAHOMA 


In surgery of goiter there are numerous 
factors which, if carefully considered, will 
add to the safety of the operation. 


To fully appreciate these factors and be- 
fore approaching work of this kind one 
should have a thorough knowledge of the 
anatomy, and physiology of the thyroid 
gland, as well as the various pathological 
changes which may be encountered. In 
addition to this, one’s work in this field is 
greatly simplified by having a definite 
clinical classification of goiter. The fol- 
lowing classification was adopted by the 
American Association for the Study of 
Goiter. 

1. Diffuse non-toxic goiter. 

2. Diffuse toxic goiter. 

3. Nodular non-toxic goiter. 

4. Nodular toxic goiter. 

Our modern conception of the subject 
not only makes quite easy the recognition 
of these various types, and their various 
manifestations, but gives us a pretty clear 
picture of the kind of treatment needed for 
their cure. 


Factors of safety in surgery of toxic 
goiter can be considered under the follow- 
ing headings: 

1. Proper evaluation of the condition of 

the patient when first seen. 

2. Response to preoperative preparation. 

3. Technic of operation. 

4. Postoperative care. 





*Read Before the Surgical Section, Annual Meeting, Okla- 
homa State Medical Association, Muskogee, Oklahoma, May, 
1938. 


In discussing this subject I wish to deal 
with it from the standpoint of the relief 
afforded the patient as well as the safety 
to life of the operative procedure. 


The diagnosis of the typical diffuse toxic 
goiter affords no particular problem. The 
history and physical findings are quite 
characteristic. Many patients, however, 
are seen who present some of the symp- 
toms of hyperthyroidism, but in whom the 
picture is far from being complete. It is 
in this type of case, unless extreme care is 
exercised, that not only will results be far 
from satisfactory if operation is done, but 
in which cases that can be relieved by op- 
eration are overlooked. 


In the first group in which no operation 
should be done are those so-called neuro- 
circulatory asthenias or chronic nervous 
exhaustion, neuroasthenias, meno- 
pausal disturbances, hypertension, leuke- 
mias, diabetes and tuberculosis without 
hyperthyroidism; while in the latter group 
will be those early cases; cases in remission 
from iodine; and the low grade cases of 
hyperthyroidism that may go on for years, 
finally resulting in severe nervous, and 
circulatory disturbances. Most of these 
cases by a careful history and physical ex- 
amination can be properly classified; others 
must be kept under close observation for 
a considerable time without the adminis- 
tration of iodine before arriving at a con- 
clusion. None of the patients should be 
operated until a certain diagnosis can be 
made. Unless hyperthyroidism exists they 
not only will not be benefited by operation 
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but will be a constant source of worry to 
the operator. 

Factors to be considered in evaluation of 
the patient’s condition when first seen are: 
Age, duration of disease, weight loss, se- 
verity of the hyperthyroidism, condition of 
the heart, complicating conditions and has 
the patient had iodine. 


Age undoubtedly affects the operative 
mortality. Those of advanced age have 
not the reserve of the younger individual. 
Into this group fall many cases of nodular 
toxic goiter, as well as neglected cases of 
diffuse toxic goiter. The mortality rate 
will be higher in the upper age group. In 
nearly all cases in this group there will be 
a marked weight loss, great muscular 
weakness and cardiac complications. Hy- 
perthyroidism in people of advanced age 
is not unusual. 

The duration of the disease must be care- 
fully considered. Those of long duration 
may have developed organic changes of 
grave importance. These particularly ap- 
ply to the circulatory system, and the 
liver, whereas in those of short duration 
we have only to consider the severity of 
the process. Mortality will be definitely 
higher in those cases giving a history of 
long duration. They are more difficult to 
prepare, and respond poorly to the pre- 
operative preparation with iodine. 


Excessive weight loss always places the 
patient in the hazardous group. This is 
usually accompanied by an increased food 
intake. Due to the intensity of the disease 
one always expects organic changes. Ex- 
treme debility and emaciation are an in- 
dex to the severity of the disease. Opera- 
tion must not be done on these cases until 
a remission is secured. 

The degree of hyperthyroidism must be 
estimated when the patient is first seen. 
In the younger and ‘earlier cases this is 
usually obvious. The increased activation 
of every cell in the body, in the severe 
case, is startling. This is due to the in- 
creased metabolic activity induced by the 
excessive secretion of the thyroid gland. 
It is only by having a clear and complete 
picture of the patient’s history, and the 
condition of the patient when first seen, 
that progress during the time of preopera- 
tive preparation can be determined. This 
estimation must not be based entirely on 
the height of the basal metabolism. While 





high rates are expected in severe hyper- 
thyroidism, low rates do not always indi- 
cate a lower rate of intoxication. Not all 
cases of severe hyperthyroidism are ac- 
companied by a high rate, and an extreme- 
ly rapid pulse. Lahey has called attention 
to a group which he terms “apathetic hy- 
perthyroidism.” Many of these patients 
are in the elderly group, and while they 
fail to show typical activation of hyper- 
thyroidism they usually have a moist warm 
skin, loss of weight, rapid pulse, tremor, a 
stare, a rather firm gland and an elevated 
metabolism, which makes diagnosis quite 
certain. Because of the apparent mildness 
of the symptoms these patients are often 
not properly prepared, nor the risk cor- 
rectly estimated. These are very danger- 
ous cases. 

There are certain serious thyroid states 
including the above which must be realized 
from the history and examination when 
the patient is first seen. Any patient who 
has had a rapid increase in all the symp- 
toms of hyperthyroidism with marked in- 
crease of weight loss may be said to be on 
the verge of a thyroid crisis. In addition 
to the progressively increasing intensity of 
the symptoms they have had, they develop 
delirium, high temperature, vomiting, 
diarrhea and at times jaundice. If this 
condition persists for a few days it usually 
results in a fatality. This state is explained 
on the basis of liver failure. The severely 
stimulated metabolism has burned up the 
protective glycogen in the liver. Surgery 
is not permissible in the patient in crisis, 
or in one approaching a crisis. All patients 
with hyperthyroidism should be prepared 
and submitted to surgery in order to avoid 
these critical states. The treatment of the 
patient in crisis is immediate administra- 
tion of large doses of iodine, and continual 
intravenous glucose and saline solution. 
Once the patient is over the crisis he should 
be prepared as any other patient and op- 
erated. A patient who has had one crisis, 
is likely to have another unless this pro- 
cedure is followed. 


Some of these patients on first examina- 
tion will have auricular fibrillation, some 
congestive heart failure with or without 
fibrillation. Many of these on investiga- 
tion will be found to be neglected, often 
undiagnosed cases of hyperthyroidism. To 
these the term “Thyrocardiacs” has been 
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applied. While often the symptoms of 
hyperthyroidism may be mild, a certain 
diagnosis can usually be made. After 
preparation surgery should be done. The 
results are excellent, they carry on with 
comfort although most will of course have 
severely damaged hearts. Fibrillation may 
persist, but in the majority entirely dis- 
appear. 

Complications should be found or ex- 
cluded by a careful physical examination. 
Surgery, except that directed at the relief 
of the toxic thyroid, should be avoided 
except in extreme emergency. Compli- 
cating conditions requiring surgery should 
be left until the toxic thyroid has been 
removed. Hyperthyroidism with compli- 
cating conditions, as tuberculosis and dia- 
betes require special preparation and spe- 
cial operative technic. The occurrence of 
an acute infection, such as tonsillitis, may 
convert in a few days a mild case of hyper- 
thyroidism into one that is very severe. 


An important point to determine in the 
history is, whether the patient has, or has 
not had, iodine. If he has this will enable 
one to determine the influence this may 
have had on his present condition, and tell 
how difficult the preoperative preparation 
may be. If he has had goiter medicine he 
has had iodine. Too many of our patients 
today have had iodine, either on their own 
initiative, on the advice of friends, or given 
in treatment of the condition by some 
physician. 

In the preoperative preparation of these 
patients iodine plays an important part. 
In the toxic goiter patient, either diffuse or 
nodular, who has previously not had iodine, 
its administration for, on the average of, 
ten days brings about a remission of symp- 
toms which makes surgery safe in most of 
them. In the diffuse type the improve- 
ment in all symptoms will be most marked. 
This with rest, plenty of food, predominant 
in carbohydrates, and plenty of fluids, 
changes the entire picture in the most 
severe case. The heart slows, the nervous 
system becomes stable, the metabolism 
drops and the patient gains weight. When 
this has reached its maximum, operation 
should be done. The degree of improve- 


ment the patient makes during preopera-_ 


tive preparation will determine the type 
and degree of operation to be done. The 
patient who fails to improve must be con- 


sidered a grave risk. The patient who has 
had iodine will not improve to the same 
degree, and in some the gland has become 
so iodine fast that but little improvement 
is noted. These patients should be thor- 
oughly saturated with iodine over a longer 
period of time before operation. This in 
some way affords protection from post- 
operative hyperthyroidism, but this type 
of case will always be one which will af- 
ford considerable worry. The introduc- 
tion by Plummer of iodine, in the preoper- 
ative preparation, has resulted in one of the 
greatest advances in surgery of the thyroid. 
It has resulted in an easier operation, a 
smoother convalescence, a decreased mor- 
tality and fewer multi-stage operations. 
During preparation all elderly patients, and 
all patients with cardiac changes, receive 
digitalis. Prior to operation every patient 
should have a laryngoscopic examination 
to determine the condition of the vocal 
cords. 

The operation for goiter is pretty well 
standardized. There are a few points in 
the technic which for me are important 
factors in this work, not only from the 
standpoint of safety from technical errors, 
but from the standpoint of results. 


Each operation must be planned so that 
a proper amount of gland is removed to 
effect a cure, yet sufficient gland left to 
carry on function. The parathyroid glands 
and recurrent laryngeal nerves must be 
safeguarded, hemorrhage controlled and 
the wound closed so as to leave the least 
possible scar. How much gland to remove 
will depend on the character of the gland 
encountered. In the diffuse type, rich in 
cells, all that can be safely removed should 
be removed, while in the gland which is 
poorer in cells with much fibrosis, more 
gland must be left. These are problems 
which must usually be decided during the 
course of the operation. In nodular goiter 
the problem of saving all good gland pos- 
sible should be kept in mind, and it should 
be remembered that the two types may 
coexist in the same thyroid. Recurrences 
are undesirable, so are cases of postopera- 
tive myxedema. The latter has given me 
more trouble than the former. 


Proper handling of the upper pole, mo- 
bilization of the lobe, marking the lateral 
aspects of the gland with haemostats and 
division of the isthmus with dissection 
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lateral from the trachea, are points which 
if carried out consecutively add much to 
the ease and safety of the operation in dif- 
fuse toxic goiter. In nodular goiter all 
adenomas must be removed but the opera- 
tion done in such a way as to save any 
good thyroid tissue. Operation must be 
done with dispatch, but never at the ex- 
pense of technical safety. 


Lahey’s plan of grading patients when 
first seen and during preparation is an ex- 
cellent one. Grade one, good risk; grade 
two, doubtful risk; grade three, dangerous 
risk; grade four, risk in which fatality will 
result if operation is done. Unless some 
such plan is followed, errors in type, and 
extent of operation may be made. Since 
the introduction of iodine in the preopera- 
tive preparation of these cases, ligations 
and multi-stage operations are not fre- 
quent, but should be used in the severer 
grades. The operation should be so con- 
ducted that if during its course indications 
arise it can be quickly terminated, and at 
a later date completed. There is no ques- 
tion that multi-stage operations save many 
lives. Parathyroid glands should be looked 
for and avoided, if found after removal 
they should be transplanted under the 
muscle. 

A competent anesthetist is an important 
part of the operative team. His judgment 
must be accepted many times as to the ad- 
visability of doing a stage operation. Local 
anesthesia should be used in many of the 
elderly patients. All patients under gen- 
eral anesthesia, at the completion of the 
operation, should be allowed to awake be- 
fore closure of the wound. Coughing and 
straining will disclose many times bleed- 
ing vessels which might cause serious 
trouble if not ligated. To have the patient 
talk and see how well he breathes while 
out of the anesthetic will be a great satis- 
faction to the surgeon. 

Postoperative care is of extreme impor- 
tance. Patients must be kept under the 
closest observation. Our immediate post- 
operative orders consist of plenty of mor- 
phine, plenty of iodine, fluids intravenous- 
ly and the use of ice to control the temper- 
ature. Our most frequent complication is 
tracheitis for which we use benzoin in- 
halations, and codeine. Ox y gen inhala- 
tions, or the oxygen tent is used in the 
more severe cases. Any complication 





should be noted as soon as it occurs, par- 
ticularly respiratory embarrassment which 
requires widely opening of the wound and 
at times tracheotomy. There should be no 
delay in carrying out these procedures. 
Any indications of tetany requires prompt 
administration of large doses of calcium. 
A dry wound at the completion of the op- 
eration for goiter prevents many of the 
minor postoperative complications. The 
use of fine catgut in tying of the many 
small vessels is also of importance. 


When the patient leaves the hospital the 
surgeon’s work is not completed. These 
patients must be kept under observation 
for many months. A great many of these 
patients, as a result of their past hyper- 
thyroidism, have an irritable nervous sys- 
tem. Many of their minor postoperative 
discomforts will assume grave proportions 
unless explained. Much can be done to 
relieve most of them. Following thyroid- 
ectomy for hyperthyroidism nearly all of 
these patients, if we cure them, are going 
to have a mild hypothyroidism. This per- 
sists for a few months. It is during this 
time that adjustment of possibly the under- 
lying cause of the disturbance takes place, 
and is, I believe, an essential part of the 
cure. Care should be exercise in giving 
thyroid extract to these people unless the 
condition becomes extreme. 

It is only by reviewing carefully and im- 
partially the records of those submitted to 
operation that our results can be determ- 
ined. Such a review of our cases is riow 
being made, with particular reference to 
the hazardous cases. These statistics are 
not yet complete except in part. 


We have determined the following: 


In a recent review of 1,000 cases sub- 
mitted to operation, excluding thyroiditis 
and malignancy, there were: diffuse non- 
toxic goiter 16, diffuse toxic goiter 516, 
nodular goiter 144, nodular toxic goiter 324. 


In these cases the following postopera- 
tive complications were encountered: post- 
operative hemorrhage one, cases requiring 
tracheotomy five, postoperative tetany 
five, severe wound infections two, pneu- 
monia 4. 

There were 16 with persistence or re- 
currence of symptoms requiring further 
operative procedure. 


There were 2] requiring thyroid extract 























JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 403 


for postoperative myxedema. Of this num- 
ber seven are now taking thyroid extract 
and will probably have to continue to do so. 
Mortality in the 1,000 operated cases was 
12. Causes of death were: postoperative 
hyperthyroidism six, pneumonia with mul- 
timple abscesses of lung one, recurrent 
nerve injury and its complications two, air 
embolism one, cerebral embolism two. 


The mortality prior to 1922, when no 
iodine was used preoperatively was 4.3 per 
cent. The total mortality of the 1,000 op- 
erative cases reviewed was 1.2 per cent. 
Two hundred of these cases were done 
prior to 1925 when iodine was introduced 
in the preoperative preparation in all cases. 
During this time it was used only in the 
diffuse cases, and its use was but little 
understood. The mortality in these cases 
was 2.5 per cent. The mortality since pre- 
operative preparation with iodine in all 
cases is .5 per cent. We now have up to 
the present date 487 consecutive cases 
without a death. In the pre-iodine days 
multi-stage operations were extremely 
common. Now we reserve them for the 
grave cases. 

Statistics such as these while low, cor- 
respond to those reported from larger 
clinics over the country. Only by close at- 
tention to the factors I have tried to dis- 
cuss will one be able to keep mortality in 
goiter surgery at a minimum. Credit for 
the present low mortality can go to no 
one group of individuals, it must be shared 
with all the workers and clinicians in this 
field who have been so generous in their 
teachings of the many intricate problems 
involved in surgery of the thyroid gland. 


CONCLUSIONS 


1. Extreme care should be used in the 
differential diagnosis of mild hyperthy- 
roidism, and those conditions simulating 
hyperthyroidism. 

2. Evaluation of the patient’s condition 
when first seen is of extreme importance 
in estimating the risk involved at opera- 
tion. 

3. In the presence of certain grave thy- 
roid states serious consideration must be 
given to the type of the operative pro- 
cedure. 

4. The use of iodine in the preoperative 
preparation of goiter patients has not only 
greatly reduced the mortality but has also 


reduced the number of multi-stage opera- 
tions. 

5. A brief report is submitted of 1,000 
cases operated for goiter with special ref- 
erence to complications and mortality. 
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DISCUSSION 


S. A. Risser, M.D. 
Blackwell, Oklahoma 


Dr. Howard's paper is really an encyclo- 
pedia in brief on the surgery of toxic goiter. 
He has outlined the major factors which 
make for the safe and successful treatment 
of toxic goiter. There is very little to add 
to what he has so well stated in his paper, 
and the brief time allotted to discussion 
can be perhaps best utilized in merely em- 
phasizing some of the points he made, re- 
stating them for the sake of emphasis for 
those of us who are not specialists in this 
line of work but who necessarily must do 
some. 

It goes without saying that a thorough 
knowledge of the anatomy and physiology 
of the thyroid is essential. There is per- 
haps no other gland the functions of which 
are so closely interrelated with the other 
endocrine glands and with the entire 
physiologic and metabolic processes of the 
body as is the thyroid, and unless the phy- 
sician is cognizant of these facts, and can 
evaluate the relative responsibility of the 
various organs in the symptom-complex, 
the results of his treatment — to put it 
mildly — will not be satisfactory. 


Before a proper classification of the pa- 
tient or his disease can be made it is neces- 
sary to secure a careful history of his dis- 
ease, to reconstruct the onset and progress 
of the pathologic process and to measure 
its influence on the vital tissues and forces. 
Careful questioning very often proves the 
disease to have existed much longer than 
was recognized by the patient, and so to 
have exercised wide reaching damage to 
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the heart and circulatory system generally. 
At best it is frequently very difficult to 
estimate the reserve power of the heart 
and other vital organs, and the good work- 
man will exercise great care in getting 
clear in his mind the whole picture of the 
patient. To this end the history, time of 
onset, loss of weight, extent of digestive 
disturbances, muscle tone and nerve bal- 
ance, and the basal metabolic rate must be 
determined, with a careful study of the 
heart, liver and kidney functions, the de- 
termination as to whether and for how 
long iodine (which can be both a blessing 
and a bane) has been taken. 

All these are questions which must be 
answered before the disease can be classi- 
fied or the patient “typed” as to the char- 
acter of the pathologic process, or his need 
of or probable reaction to any particular 
type of operation. After all attempts to 
make a classification of goiter types, and 
the one Dr. Howard has quoted is as simple 
and workable as any, each patient is a sep- 
arate and distinct pathological entity, and 
types and averages hold for him only up 
to a certain point. It is for the goiter sur- 
geon to predetermine so far as possible in 
what respects the particular patient cor- 
responds to or differs from the average 
and the type, so to prepare his patient and 
plan his operative procedure that the pa- 
tient will be cured. 

Careful examination, perhaps with ex- 
tended observation and treatment, will 
disclose those types which should not be 
operated, as Dr. Howard listed in his paper. 


Rest with sedatives if necessary, forcing of 
a high carbohydrate diet, plenty of fluids, 
digitalis if indicated, and the administra- 
tion of iodine will convert otherwise ap- 
parently hopeless risks into operable cases. 
The essayist has rightly stressed the need 
of attention to the previous iodine intake 
of these patients. The indiscriminate use 
of iodine can greatly hinder the satisfac- 
tory preoperative preparation of our pa- 
tients, as previous X-ray treatment may 
complicate the operative removal of the 
offending gland. 

Given the proper preoperative prepara- 
tion of the patient, it is my preference to 
employ local anesthesia in practically all 
cases. The extent of anesthesia may be 
made sufficient for wide exposure and ef- 
ficient mobolization of the poles, and com- 
plete hemostasis. Also, the patient’s reply 
to questions is a most satisfactory index to 
possible encroachment of the dissection on 
the recurrent laryngeal nerves. 


The aftercare is merely a continuation 
of the preoperative care — rest, sedation, 
fluids and food, iodine, plus the care of 
complications if and when they arise—and 
the continued observance of these patients 
after they leave the hospital. 


Dr. Howard’s operative statistics rank 
well with those of other operators and 
goiter clinics, and the future progress of 
goiter surgery will continue to be advanced 
by the painstaking and careful work which 
is evidenced in his paper. I have profited 
by reading it. 
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Masked Intermittent Malaria, A Study* 


Davin W. Giuick, M.D., F.A.C.P. 


Superintendent and Medical Officer, 
Shawnee Indian Sanatorium 


SHAWNEE, OKLAHOMA 


During the past two years it has become 
increasingly noticeable to some of those 
interested in the fact, that malaria is still 
a public health problem in Oklahoma. Not 





*Read Before the Section on General Medicine, Annual 
Meeting, Oklahoma State Medical Association, Muskogee, 
Oklahoma, May 11, 1938. 


so much, of course, the disease that mani- 
fests the typical or classical symptoms of 
the malady, but rather the atypical or 
what was formerly called the masked in- 
termittent form of the disease. 


It might be well to refresh our minds on 
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some features of malarial cachexia. The 
symptoms are varied both in character and 
intensity. There is fever at intervals but 
chills do not occur and the temperature- 
curve is typical neither of remittent nor 
intermittent fever although it may ap- 
proximate either the one or the other. 
Again the fever is sometimes wholly ir- 
regular though its range is not high, and 
it seldom exceeds 103 degrees Fahrenheit. 
The skin often presents a rather dirty, yel- 
lowish-brown complexion to a marked de- 
gree. The spleen may or may not be en- 
larged, but there is always a marked ane- 
mia. Many of the local and general symp- 
toms are dependent upon the well marked 
anemia. Among the general features may 
be mentioned debility, frequent sweatings 
and a certain amount of edema. Nervous 
symptoms may also be noticeable. Chief 
among these are tremors, neuralgia, pal- 
sies, vertigo, wakefulness and nervous pal - 
pitation of the heart. Among the rarest 
concomitants of this condition is para- 
plegia. Malarial neuritis is met with and 
presents most of the features common to 
other toxic forms of neuritis. Slight cough 
and dyspnea evidence the presence of a 
mild bronchitis; and anorexia, nausea, 
diarrhea and other symptoms of chronic 
gastro-intestinal catarrh are observed. The 
joints and voluntary muscles may and 
often are quite painful. Hemorrhages from 
the various mucous surfaces and into the 
rectum are not uncommon. 


The foregoing, of course, presents a 
rather typical picture of malarial cachexia, 
however the true masked intermittent type 
is somewhat different. This presents 
itself in much the same form as chronic 
malarial cachexia but with the important 
difference that there is no fever. This type 
comprises the long list of conditions at the 
head of which stands neuralgia, most fre- 
quently involving the supra orbital branch 
of the trigeminus. Often a striking period- 
icity is observed, the painful paroxysms 
usually beginning in the morning and 
terminating in the late afternoon hours, 
the patient’s suffering increasing steadily 
in intensity until just before the close of 
the attack when they suddenly abate. 


Among the nerves implicated with relative. 


frequency are the occipital, the intercostal 
and the sciatic. Except what appears 
to be characteristic, of course, or unless the 





attacks yield promptly to a specific, a cer- 
tain diagnosis of malarial neuralgia should 
not be entertained. 

The masked intermittent type may as- 
sume the forms of paraesthesia, anesthesia, 
convulsion or paralysis. They may also 
appear under the guise of edema, hemor- 
rhages from the various mucous outlets of 
the body or into the skin, diarrhea, dysen- 
tery, dyspepsia, bronchitis, pneumonia, ap- 
pendicitis, etc. 

Again let me emphasize that since infec- 
tions such as these may all obey the law of 
periodicity one would not be justified in 
pronouncing in favor of malarial infec- 
tions unless they yield readily to a thera- 
peutic specific or the parasite is found. In 
most cases of this type of the disease we 
were able to find the estivo-autumnal para- 
sites. The organism appeared as a small 
hyaline disk, a ring form within the red 
blood corpuscle, often very few in number. 
Other features of the hematological study 
of these cases was the marked leukopenia 
ranging down sometimes as low as 3,000 
and in the differential a marked monocy- 
tosis which seems to be characteristic of 
chronic malarial infection in the afebrile 
period. This was not noted in any of the 
active fresh infections that were having 
paroxysms at the time or close to the time 
of examination. 

THE ANEMIA OF MALARIA 

In long standing cases of malaria, anemia 
is a predominant part of the picture. Al- 
though the patient may present the febrile 
reactions characteristic of the disease there 
may also exist a marked pallor and other 
signs and symptoms referable to the long 
standing anemia. Examination of the 
blood reveals usually only a moderately 
reduced erythrocytic count and markedly 
reduced: hemoglobin content. The volume 
index is below 1 and the red cells show a 
central pallor, the extent of which is de- 
pendent upon the degree of hemoglobin 
reduction. In cases of masked intermittent 
malaria there usually are signs of baso- 
philic degeneration in many of the red 
cells. These changes include varying de- 
grees of polychromatophilia and extensive 
basophilic stippling so much so that one 
may suspect lead-poisoning in some in- 
stances and a moderate degree of anisocy- 
tosis and poikilocytosis. The leukocy- 
tic count is usually normal or decreased 
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and actual leukopenia existing at the ex- 
pense of the granulocytic cells. There- 
fore, there is a relative but not an absolute 
lymphocytosis. 

To distinguish this state from that which 
is produced by acute and quickly develop- 
ing malaria, one should appreciate that in 
the rapidly developing disease there does 
not present an appreciable degree of hy- 
perchromic anemia. We have studied 
many cases of the estivo-autumnal malaria 
that have been characterized by relatively 
sudden onsets and by a rather widespread 
parasitic invasion of the red cells, and in 
these cases there seldom existed any con- 
siderable anemia. Also it should be point- 
ed out that in this type of malaria the leu- 
kopenic index is not present but there is 
more often a leukocytosis caused by an in- 
creased number of granulocytes with a 
moderate cellular shift to immaturity. One 
of the characteristics of the Schilling Dif- 
ferential made on the cases to which I re- 
fer was the fact of the existence, in prac- 
tically all of them, of a monocytosis run- 
ning as high as 25 per cent in some in- 
stances and I believe that I would be safe 
in pointing out that one could surely ex- 
pect to find an increase in monocytes in 
all cases of chronic malaria in the afebrile 
stage. 

It might be well at this point to make 
some mention of the method used in mak- 
ing differentials as well as examining the 
blood film for the parasite. It is abso- 
lutely essential that if the slide method is 
used in preference to the thick drop, over 
which it has many advantages, that a truly 
thin film is secured. This can only be ac- 
complished by repeated effort and practice 
on the part of the technician. To secure a 
slide that has the erythrocytes piled up in 
great numbers upon each other and expect 
to find the parasites in it is obviously fool- 
ish. The film must be extremely thin so 
that the red cells are separated from one 
another and distinct, and each cell can be 
examined as to its various characteristics 
independent of its neighbor. Then, and 
only then, and with the aid of the proper 
stain, will one be able to determine wheth- 
er or not an individual has an infection. 
We have found for our purpose that the 
best stain to use in making such an exam- 
ination is Giemsa’s stain made fresh as 
needed, leaving it on the slide sufficiently 


long to produce the necessary contrast. The 
use of properly prepared water for the 
washing of the slide is absolutely essentia! 
and no results worthwhile can be obtained 
without attention being paid to this fact. 


It is not my purpose to make any recom- 
mendations as to treatment or as to meth- 
ods of control of this situation. Those who 
are far more skilled in the matter are 
making an earnest effort to control the 
situation, however a few thoughts along 
the line of an appraisal of the extent of 
malaria I will attempt. 

Sizing up a malaria situation by the 
eye is clearly to invite trouble. It is 
somewhat like the matching of cases by 
medical students in a clinical amphitheatre. 
As each patient is wheeled in they look 
attentively for outward signs of disease 
resembling those of patients they have seen 
before and often become very skilled in 
diagnosis at a distance. They miss, of 
course, allatypical cases. Carried into 
practice, the method is dangerous enough 
in clinical medicine, but in malaria it is 
disastrous, and for the same reason; a large 
proportion of the cases depart from the 
supposed rule. The truth of the matter is 
not that there are a great many exceptions, 
but that there is no rule. In every field of 
maiariology matching cases leads nowhere 
but to confusion. A mosquito harmless in 
Java is found to be the chief infector in 
the interior of Sumatra. A method of 
treatment unusually successful in India is 
almost without effect in Sardinia. The 
half of mile radius sufficient for larva con- 
trol in the Malaya has to be quintupled in 
the Mediterranean Basin. A village in 
Spain in which half the population is in 
bed with chills and fever in August turns 
out to be less infected than a village in 
Africa where virtually no one has to aban- 
don work on account of malaria at any 
time. This is elementary knowledge to 
students of malaria but not to all of those 
who are somewhat acquainted with the 
disease. The health officer must be able 
to convince the authorities that time, 
money and lives can be saved by pausing 
to obtain a thorough knowledge of each 
individual problem before acting, as the 
physician takes time to make an accurate 
diagnosis before proceeding to treatment. 


The first thing a health officer wants to 
know about his problem is how much ma- 
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laria there is, afterwards he can determine 
his course and consider how to deal with 
it. He can do nothing, however, until he 
has established a base line with which to 
measure progress and is in a position to 
contrast this malaria situation with some 
other which he may have chosen for com- 
parison. To do this he will have to find 
some way of measuring malaria, of ex- 
pressing the result in numbers. 


Now malaria marks its victims in four 
different ways—it produces a very char- 
acteristic fever; it causes anemia by blood 
destruction; it fills the blood stream with 
easily recognized parasites; and it enlarges 
the spleen, an organ so placed that when 
swollen it can be felt and its size estimated 
through the abdominal wall. With all 
these signs to go by, it would seem that no 
malaria case could escape recognition. With 
a little effort the total amount of malaria 
in any community could be determined and 
the health officer would know where he 
stood at any moment. 


Unfortunately, as soon as we begin to 
put this method into practice we run into 
an absurd difficulty. The four tests do 
not divide the population neatly into two 
groups, the malarious and the non-malari- 
ous, as we should like. They unexpectedly 
produce four different groups of people 
which partially overlap but somehow do 
not seem very homogeneous. Some have 
parasites but no fever; some spleens but 
no parasites, and I have personally seen a 
number of apparently healthy infected per- 
sons looking quite out of place. Let us 
examine these four groups to see what they 
mean and how they differ from one an- 
other. 

First, the group with clinical symptoms. 
Counting the sick is the statistical method 
usually applied to infectious diseasés and 
malaria with its characteristic attacks 
would seem to make such a census any- 
thing but difficult. In infantile paralysis 
it is possible that only one in a thousand 
infected children actually develop the un- 
mistakable paralytic signs of the disease, 
but with malaria, even if the symptoms 
are occasionally puzzling, the parasites can 
always be found during the acute stage in 
any drop of blood. Now while this is per- 
fectly true of acute malaria, the chronic 
cases carry their infections with less osten- 
tation. They may present a general pic- 
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ture of poor health but they will be up and 
about most of the time and for a long 
period show no parasites in the blood. In 
epidemics of malaria the number of actual- 
ly ill people can be counted rather easily 
but when the disease is more intense, when 
a large portion of the population is infected 
so often that they never have time to re- 
cover from the disease, then in other words, 
the situation becomes endemic. When 
this happens, curiously enough, the amount 
of obvious illness decreases. A growing 
tolerance tends to suppress clinical mani- 
festations and acute attacks become in- 
frequent. Let us always remember that 
the amount of malaria, that is, its incidence 
as measured by the number of infected 
people, is one thing and its intensity or 
transmission rate as determined by the fre- 
quency of inoculation is quite another. It 
is like money, the amount of which econ- 
omists tell us, is far less important to 
business than the velocity of circulation. 


The group with anemia. But if the clin- 
ical picture of malaria does not correspond 
with the intensity of infection neither does 
the anemia which it causes. In the indi- 
vidual the blood picture is modified as time 
goes on by growing tolerance to the ef- 
fects of the disease and in the community 
it is influenced by so many factors not 
connected with malaria, that a normal 
standard hardly exists. As an index of 
malaria it receives little attention for its 
implications are uncertain and require 
elaborate analysis. A trained miscroscop- 
ist can pick up indications of the degree of 
anemia from the blood preparation which 
he is examining for parasites and such a 
study could be included more often than 
it is in population surveys. The principal 
objection is that anemia is a condition not 
specific from malaria and cannot stand 
alone as a mark of the disease. Like the 
death rate and the birth rate, the hemo- 
globin rate can be used, as Boyd suggested, 
“to present completely the general physi- 
cal impairment of the community,” but for 
all the epidemiological information it gives 
it is hardly worth the trouble and expense 
of investigating. 

The group with parasites. We have now 
arrived at the third group of malaria vic- 
tims — those who have parasites in their 
circulating blood. Here we have to make 
a distinction at once. Some will be having 
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active attacks and we understand why 
their blood should be full of parasites; but 
the others will be the so-called apparently 
healthy carriers — people without symp- 
toms whose activities are unrestricted by 
their latent infection but who quite un- 
known to themselves have numbers of or- 
ganisms in their blood at the time of the 
examination. How this comes about we 
have to admit we do not understand at all. 
The acute attack ends with the removal of 
all the parasites from the circulation by 
the sensitized giant phagocytes of the 
spleen and other tissues. It is true that 
the parasites have refuges in the body 
where they are free from attacks but when 
they venture into the circulation they are 
at once mopped up by the watchful de- 
fenders, or if they succeed in making some 
headway the fight is on again with chills 
and fever and .the patient has a relapse. 
Fairly frequently the parasites are allowed 
to circulate freely in the body for a period 
and even to increase their numbers up to a 
certain limit without molestation. It seems 
to take place almost by agreement, the dogs 
are called off as it were, and no symptoms 
whatever result. This happens very often 
to individuals with enlarged spleens so 
that it is evident that the reticulo-endo- 
thelial system is ready but not functioning. 
Then one day the parasites are all gone 
again, slaughtered or bottled up somewhere 
out of sight and discipline is restored in the 
body. Such recurring invasions of the para- 
sites have been called haemic relapses 
which does not, of course, explain them 
but it is these which we pick up in a gen- 
eral blood examination of a malarious 
population. They are the results of pre- 
vious infection and if we could interpret 
them aright might give some useful infor- 
mation as to the past experiences of the 
community with malaria. To avoid com- 
plications of an acute clinical attack, which 
are always an inexplicable mixture of new 
infections, reinfections and relapses, it is 
better to look for the healthy carrier in 
winter or at a time when no transmission 
of malaria is taking place. 


The percentage of population which has 
parasites in the circulation at any given 
moment is known as the parasitic rate but 
of course, it can never be accurately de- 
termined even by the most careful micro- 
scopic search. Ross drew a distinction 


therefore, between a rate and an index. 
The rate refers to the true situation as it 
exists in the population and should be con- 
fined to data which gives us the whole 
truth, such as the exact death rate or birth 
rate. But where we judge by sample of 
the population or by the inexact methods 
or indirectly by some correlated phenome- 
non the figure we obtain is an index, such 
as index prosperity or a parasitic index 
obtained from the examination of children 
only. 

Now it is generally considered that the 
relative number of parasitic carriers de- 
pends upon the recent prevalence or dif- 
fusion of malaria. Thus the annual wave 
of new infection this summer will be re- 
flected in the parasitic rate of the follow- 
ing winter and a great epidemic will leave 
its traces in the blood of the population for 
four or five years. 


The group with enlarged spleens. The 
oldest method of measuring malaria is by 
counting the enlarged spleens. Dempster 
hit on the idea in 1847: “The spleen test,” 
he wrote, “forms an accurate method of 
estimating the salubrity of different locali- 
ties and its degree of enlargement is most 
probably indicative of the intensity of the 
remote cause of the disease.” What this 
remote cause was, no one was destined to 
know for another 50 years but the test 
proved a sound one. 


There are two kinds of enlarged spleens, 
as Christophers has pointed out. The soft, 
turgid with blood, acute and transitory; 
and the hard spleen caused by the mobili- 
zation of phagocytic tissue slow to return 
to normal. The spleen index may be 50 
per cent in July and four per cent in De- 
cember. This is epidemic malaria and 
these would be soft spleens. But in en- 
demic areas there is a mixture of hard and 
soft spleens. The soft spleens will be found 
in the early age group and in those per- 
sons protected by fortune or by screens 
from multiple infection. Hence the spleen 
rate itself is a complex phenomenon and 
to simplify our indices as much as possible 
we tried to keep the chronic and acute 
spleens apart. It is not easy to distinguish 
them while new infections are taking place, 
nor are we so much interested in acute 
spleens if our object is to obtain an idea 
of the intensity of malaria. It is the spleens 
which persist in winter in apparently well 
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individuals which measure the extent of a 
new reaction to infection. They do not 
measure the immunity itself, for a spleen 
may diminish in size with the establish- 
ment of a polyvalent immunity. They in- 
dicate en masse precisely what we wish to 
know—namely the intensity of malaria to 
which the population has been previously 
exposed. The winter spleen then, and not 
the summer, is the best measure of pre- 
vious malaria intensity or transmission 
rate. 

At this point I should like to add a word 
about the overlapping of infection. There 
will be overlapping of infection even with 
low endemicity and relatively infrequent 
inoculations for infected bites are never 
evenly distributed. Christophers has 
pointed out that if 100 infections were dis- 
tributed completely at random among 100 
individuals you would get the following 
results: 37 would escape infection; 37 
would got one infection; 18 would get two 
infections; six would get three infections; 
two would get four or more infections. The 
infection rate is only 63 per cent but there 
will already be a nucleus of individuals 
who have been infected two or more times 
in rapid succession and will be building up 
a hard spleen. The incidence of malaria 
can go no higher of course, than 100 per 
cent, but the intensity of infection may still 
incrase almost indefinitely bringing about 
what is known as a hyperendemic situa- 
tion. 

The infectivity of a community is shown 
by the acute infection and it is correspond- 
ingly high if the endemicity is low. Epi- 
demic malaria then, is the malaria of non- 
immuned, and endemic malaria is that 
which is of sufficient intensity to create 
and maintain an effective continuous im- 
munity from year to year, as revealed in 
the splenic index. 


LATENCY IN MALARIA 


The latent period represents a precarious 
equilibrium between the parasite and 
what Taliafero called “the killing mechan- 
ism of the host.” The parasites out of reach 
go on dividing at normal rate but any in- 
crease is prevented by the watchful phago- 


cytes. In fact the parasites are reduced to - 


such a low level that the spleen begins to 
diminish in size having not very much to 
do. This infection-immunity balance is 





subject at first to irregular wide oscilla- 
tions before coming to a provisional sta- 
bility. A case of falciparum malaria may 
recrudesce time after time with only the 
briefest intermittencies, whereas the curve 
of vivax resistant shows long waves of 
quite a different order. In any event, la- 
tency once established may terminate theo- 
retically in one of two ways; cure with 
eradication of the parasites or an upsetting 
of the balance followed by a relapse. The 
word “theoretically” is used because we 
never know when anyone is cured. Our 
only proof is a renewed susceptibility to 
reinfection by the same strain of parasite 
(a test impossible of application, of course, 
in nature). If it is true that immunity can 
exist for some time after the disappearance 
of the last plasmodium, even such evidence 
would leave us in doubt as to when the 
event took place. 


The suggestion has been made that the 
body rarely or never succeeds in complete- 
ly eradicating a malaria infection. It is 
well known that canaries after inoculation 
with malaria, usually remain infected al! 
the rest of their lives, although Sergent 
reports that occasionally an infected bird 
after several years may again become sus- 
ceptible to reinfection. He believes that 
there is no true immunity to malaria but 
only a state of “premunition” sustained 
by living parasites in the body. 

During a long latency the control of the 
body over the parasites may relax to such 
an extent that the peripheral blood be- 
comes thronged with parasites as in a clin- 
ical attack, although no symptoms what- 
ever are produced and the infected indi- 
vidual remains completely unaware of the 
event. Thus he becomes an “apparently 
healthy carrier”; the sort of person we look 
for when we take the parasitic index of a 
population. Important as this phenomenon 
is to malarial epidemiology we have no 
satisfactory explanation of it. Claus Schil- 
ling believed that immunization in malaria 
is a reciprocal reaction between organism 
and host in which each is protected from 
the other as in ordinary “carrier” diseases. 
The truce in malaria must be a little dif- 
ferent than that in other “carrier” diseases 
being transitory and apt to end unexpect- 
edly in a renewal of hostilities. 








CONCLUSION 

If there is any conclusion to be drawn 
from these few remarks it is that we should 
hold our mind open to the progress that is 
being made and the effort on the part of 
earnest workers in trying to untangle some 
of the baffling and apparently insoluble 
problems of the malaria situation. Let us 
always remember that ignorance, poverty 
and disease constitute the vicious triangle 
of human social inadequacies. An attack 
on any one of them helps to dissipate the 
other two. It is astonishing at this day 
and age to see those whose minds are com- 
pletely closed to the possibility of malari- 
ous infection manifesting itself in anything 
but a frank syndrome of chills, fever and 
sweats. 
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The Treatment of Acute Empyema 


H. Date Co.uins, M.D. 
OKLAHOMA CITY, OKLAHOMA 


The treatment of acute empyema has 
been fairly well standardized, but the 
methods of application of these standards 
have not been well understood by all phy- 
sicians who are called upon to apply them. 
This question is of considerable interest to 
many branches of our profession. It is es- 
pecially interesting to the general practi- 
tioner, the internist, the pediatrician and 
finally the surgeon. We must seek the co- 
operation of all these specialties in evolv- 
ing an effective method of therapy for this 
condition. It may be said that there are 
many methods of treatment advocated in 
acute empyema. Most of these proposed 
methods are not new, but are modifications 
of principles that have long been known. 
For practical purposes there are only two 
methods of treatment, namely, closed and 
open drainage. Closed drainage has had 
many variations from its original princi- 
ple; some of these variations have been 
useful while ot hers are so complicated 
that their routine or universal applications 
would be difficult for most of us. Suffice 
it to say, any advocated method must be 
tried over a period of several years in 


order to establish its merit, because the 
incidence of empyema varies from year to 
year, the virulency and type of organism 
also vary, and these in turn dominate the 
mortality rate. If you were to judge your 
method of therapy by the empyemata 
treated in years when the pneumonic in- 
fections were mild you could obtain a 
rather false impression of your skill and 
your particular method. In checking the 
records in the Oklahoma University and 
Crippled Children’s Hospitals for the past 
ten years I found that our mortality rate 
up until 1933 was low enough to compare 
with the lowest published statistics. But 
in 1933 we received a large number of 
cases suffering from a virulent strain of 
organisms. Our mortality promptly raised 
far above the average figure and elevated 
our exceedingly low figure to an average 
percentage. Even so, our figures over a 
10 year period compare favorably with like 
statistics from other institutions and much 
better than many that have been reported. 
One of the surprising things about this re- 
view of the cases from these two hospitals 
was the great incidence of chronic empye- 
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mata which were being admitted. When 
an empyema becomes chronic it is an ad- 
mission of failure with our therapy. We 
must adopt some effective method of treat- 
ment which will prevent this high inci- 
dence of chronic empyemata. 


The method of treatment of acute em- 
pyemata which is advocated in this paper 
has been used over a period of several 
years and has been effective in saving life 
and preventing chronicity. Nevertheless, 
it is not a perfect method, else we would 
have had no chronicity and no mortality; 
but in comparison to other methods it has 
given us the best results. In order to pre- 
sent the problem of treatment it will be 
necessary to briefly review the etiology, 
physiology, pathology and the diagnosis of 
acute empyema. 

In this discussion I have eliminated the 
tuberculous empyema from any considera- 
tion, and will confine my remarks to the 
non-tuberculous ty pes of pleural infec- 
tions. 

Empyema has a number of causes. The 
most frequent cause is pneumonia, and 
this may be divided into two main types, 
namely, the pneumococcic and the strép- 
tococcic. The next most frequent cause is 
an empyema following a penetrating in- 
jury of the pleural cavity. In our series 
there were about an equal number due to 
stab wounds and gun shot wounds. The 
next most common causes are the rupture 
of a lung abscess and the extension of in- 
fection from a suppurative process in the 
peritoneal cavity. There is a distinct dif- 
ference in the two types of pneumonia. In 
the pneumococcic empyemata the purulent 
exudate occurs after the pneumonia has 
subsided, when the vital capacity of the 
patient has increased. The exudate thick- 
ens rapidly and contains an abundance of 
fibrin; it can only be aspirated with a large 
sized needle. There is an early formation 
of pleural adhesions and when these ad- 
hesions have formed they prevent a shift- 
ing of the mediastinum. When the pus is 
placed in a test tube very little, if any, 
serum settles out. We find pneumococci 
in the smears and cultures from the exu- 
date. 

In comparison, the streptococcic empy- 
ema occurs at the height of the pneumonic 
process, the exudate forms rapidly and in 
greater quantity, and unfortunately this 





pleural effusion occurs when the vital ca- 
pacity has already been lowered by the 
existing pneumonia. The exudate tends 
to be serous and thickens slowly, adhesions 
form more tardily and the mediastinum 
becomes fixed rather late in the disease. 
Complications are much more common in 
the streptococcic infections. It has often 
been said that a patient rarely dies of an 
uncomplicated empyema; the fatalities are 
due to complications existing with the 
pleural infection. 

Prior to the World War the incidence, 
severity and method of treatment of the 
streptococcic pleural infections were little 
known to the medical profession. Most of 
the army surgeons were men who were 
taken from civil life and had not dealt with 
empyemata other than the type which fol- 
lowed lobar pneumonia. The standard 
method of treatment for these cases had 
been open drainage. The influenza epi- 
demic descended upon us with the virulent 
streptococcic pneumonias. The death rate 
from the pneumonias was exceedingly 
high, but the ceath rate in those cases com- 
plicated by empyemata with open opera- 
tion was much higher. Ordinarily the 
mortality in the empyemata will compare 
with the mortality of the pneumonias and 
will be in about the same proportion. The 
Empyema Commission was created, head- 
ed by Dr. Evarts A. Graham of St. Louis. 
They reported that the empyemata were 
due to hemolytic streptococci and were 
very different in character from the pneu- 
mococcic empyemata, and, furthermore, 
these cases would not tolerate early open 
drainage. Repeated aspirations with de- 
layed open drainage was advocated. Closed 
drainage became widely used and received 
its greatest impetus during this epidemic. 
When the recommendations of the com- 
mission became known and their methods 
applied the mortality promptly fell to an 
appreciable degree. In one case it dropped 
from 40 per cent to four per cent. This 
proves how necessary it is for us to under- 
stand the difference in these two distinct 
and different pathological processes affect- 
ing the pleural cavity. In our series of 264 
cases we still see cases that are subjected 
to early open drainage. These cases de- 
velop a pneumothorax producing a massive 
collapse of the lung and a shifting of the 
mediastinum. This either leads to a fa- 
tality or produces chronicity. The opera- 
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tive procedure in the treatment of acute 
empyema is rarely an emergency proce- 
dure and an elective time may be selected 
when the patient and the local conditions 
are most favorable. 

The pathologists have been of invaluable 
aid. They have explained conditions 
which have not been well understood. 
Most pathologists agree that the imme- 
diate or direct cause for an empyema is 
the actual rupture of a peripheral sub- 
pleural lung abscess into the pleural cav- 
ity; in fact, it has been proved that there 
is generally a rupture of many of these 
superficial abscesses in the majority of 
cases. 

There are two principal types of empye- 
mata. The most common type is the mas- 
sive empyema, those cases which have 
fluid throughout the entire pleural cavity. 
However, we do see a considerable num- 
ber of encapsulated empyemata in which 
the pus is localized to a portion of the 
pleural cavity. The type of empyema 
which develops depends upon the type of 
organism, its virulence and the multiplicity 
of subpleural abscesses, as well as the re- 
sistance of the patient. If one has a small 
abscess which ruptures slowly near the 
base of the pleural cavity when the or- 
ganisms are not too virulent you can well 
imagine that the patient will have a small 
encapsulated collection of fluid, but if the 
abscesses are multiple, de velop rapidly 
from virulent organisms and rupture from 
many different areas this patient will suf- 
fer a massive collection of fluid. The path- 
ologist has also taught us the manner in 
which the pleural cavity closes, and this is 
of extreme importance. Pleural adhesions 
form along the entire border of the abscess; 
these adhere and close the space by ad- 
vancing from the periphery of the abscess; 
the cavity is finally closed by the forma- 
tion of sufficient adhesions to pull the vis- 
ceral pleura to the chest wall. It is ques- 
tionable whether the positive intrapulmon- 
ary pressure or an increased negative in- 
trapleural pressure developed by closed 
drainage has any material effect in closing 
an empyemic cavity. 

It would be well to say a few words 
about the diagnosis of acute empyema. The 
physical findings of a massive empyema 
are so clear cut that they need no elab- 
oration. But the encapsulated variety may 


test the diagnostic ingenuity of the most 
capable physician. In these cases the X- 
ray is the most valuable aid. We advise a 
stereoscopic A P and a lateral of the chest. 
In this manner the fluid may be located 
with accuracy and certainly will aid in 
making a differential diagnosis. The inter- 
lobar collections of fluid may be identified 
by the appearance of an elliptical shadow 
between the lobes of the lung. The sha- 
dow is best seen on the lateral view. The 
diagnostic puncture is a procedure to defi- 
nitely confirm the preliminary diagnosis 
and informs us as to the character of the 
fluid, its location and the amount of fluid. 
We have smears and cultures made from 
the aspirated fluid. In encapsulated col- 
lections of pus it is absolutely necessary to 
locate the fluid accurately enough that one 
will not traverse an uninfected pleural 
surface in puncturing the abscess. This is 
important; otherwise there is danger of 
spreading the infection. 


The treatment of any case must be more 
or less individualized and the findings at 
any given time must govern the choice of 
your surgical procedure. Our choice of 
treatment in the majority of cases is re- 
peated aspirations until the patient has a 
true pleural abscess, then open drainage. 
A true pleural abscess may be described 
as a collection of well formed pus with suf- 
ficient pleural adhesions to prevent a com- 
pression of the lung when open drainage is 
established. 

I feel very definitely that the choice of 
an anesthetic is a decision of importance. 
A general anesthetic is to be avoided if 
possible. Local anesthetic can be used 
easily with little pain or discomfort to the 
patient. However, at times we do use a 
light gas anesthetic, preferably cyclopro- 
pane, in those cases that cannot be sub- 
jected to a local anesthetic. 

The preoperative preparations are essen- 
tial and vital in the proper treatment. In 
preoperative medication the use of large 
doses of morphine is to be discouraged. A 
moderate sized dose of morphine is well 
tolerated, but certainly a dose of morphine 
sufficient to perceptibly slow respiration 
is to be avoided. The same statement may 
be made with reference to the barbiturates. 
Any drug which lessens the already lim- 
ited respiratory volume and thus further 
impairs the vital capacity is a very defi- 
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nite contraindication. Preoperatively we 
encourage a liberal carbohydrate diet and, 
in addition, we give a surplus of sugars 
either by mouth or more often by the in- 
travenous route, in the form of 10 per cent 
glucose. It is very necessary that they 
have as large a reserve supply of glycogen 
as possible. Occasionally in patients who 
have had a very septic condition or a pro- 
longed illness it is well to give a blood 
transfusion in order to build up their re- 
sistance. However, in my experience this 
has been rarely necessary in the acute 
cases. 

There are a few points about the tech- 
nical procedures relative to pleural drain- 
age that demand some emphasis. In those 
cases of massive empyemata that have had 
repeated aspirations of considerable 
amounts of fluid, and particularly in the 
encapsulated type, it is absolutely neces- 
sary that aspiration be done immediately 
before operation. Otherwise, in a few 
cases one will be embarrassed by finding 
no fluid at the site chosen for operation, 
either because the pleural cavity has par- 
tially closed or you have missed the site of 
the encapsulated fluid. When a rib is re- 
sected unless the freshly cut rib ends are 
protected they will soon be bathed in a 
pool of pus. They may be protected by 
applying bone wax over the cut ends. This 
will prevent bone infection to some extent. 
Before opening the pleura all subcutaneous 
and muscle bleeders are tied and the su- 
tures for closure are placed in the tissues 
so that the operative procedure is near 
completion before the incision is made into 
the pleural cavity. If one waits until the 
pleura is opened before taking these steps 
it is a disagreeable task with added danger 
of further spread of infection. 


The choice of drainage tubes is a factor 
in the proper treatment. We have almost 
entirely dispensed with the ordinary rub- 
ber tubing and have substituted the Wil- 
son flange tube drain. These tubes come 
in various lengths and widths and we try 
to adjust the size of the tube to the size of 
the patient so that it will fit firmly and 
offer adequate drainage. The flange will 


prevent losing a tube in the pleural cav- - 


ity. This accident has occurred to many 
surgeons and is annoying as well as em- 
barrassing. The tubes are short enough 


that they can be easily cleansed and thus 
insure proper drainage. The only objec- 
tion to the flange tubes is that with a wide 
flange it acts as a foreign body and pre- 
vents healing about the site of the flange 
and leaves a rather large defect; but to 
overcome this objection we cut off a por- 
tion of the inner flange so that its diameter 
is not more than one inch, and this is found 
to be sufficient to prevent the tube slipping 
out. Needless to say it is imperative that 
the drainage tube be placed at the most de- 
pendent portion of the abscess cavity. It 
is not an uncommon error to find the drain- 
age tube above the level of the fluid, and 
this is a potent factor in the production of 
chronicity. 

If the proper time has been chosen for 
the operative treatment the next most im- 
portant phase is the postoperative care. It 
is absolutely necessary to dress the wound 
with moist dressings. Dry dressings dam 
the drainage tube and prevent drainage. 
A high caloric diet, 3,000 calories or above, 
is encouraged. One may read many diver- 
sified opinions about the advisability of 
pleural irrigations. I am convinced that 
one of the greatest aids to sterilization of 
the pleural cavity, re-expansion of the lung 
and rapid healing is the irrigation of the 
pleural cavity with fresh Dakin’s solution. 
The Dakin’s solution dissolves the fibrinous 
exudate, decorticizes the pleura (thus aid- 
ing expansion of the lung) and acts as an 
antiseptic. We routinely irrigate the cav- 
ity with Dakin’s every two to three hours. 
The only contraindication to its use is a 
broncho-pleural fistula. When the pleural 
cavity is irrigated if there is any fibrinous 
plug in the tube it can be removed with 
tissue forceps. It is rather surprising at 
times the quantity of fibrin to be found in 
the pleural exudate. One of the disad- 
vantages of closed drainage is that this 
fibrin cannot be removed and if allowed to 
remain will delay healing. We continue 
to use the blow bottles. It is a rather de- 
batable question whether the use of this 
apparatus aids materially the re-expan- 
sion of the lung. The only good reason I 
have for continuing its use is an experience 
which occurred several years ago. A young 
child one and a half years of age, with a 
pneumococcic em py ema, was operated. 
Postoperatively the child cried long and 
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lustily throughout the waking period, and 
within eight days after the drainage of a 
massive empyema the cavity had entirely 
closed. This convinced me that the deep 
respiratory movements, repeated often 
enough, were a distinct aid. 


When is empyema cured? This is a fun- 
damental question which is not well under- 
stood. An empyema may be said to be 
cured when the cavity has been entirely 
obliterated. For that reason we continue 
the above mentioned routine treatment 
until the cavity holds less than 15 cubic 
centimeters; the flange tube is removed 
and a small soft rubber tube is substituted. 
This tube is gradually shortened until the 
cavity is entirely closed. 

The above mentioned outline of treat- 
ment must be altered in children under 
two years of age. Our greatest mortality 
occurs in young infants because they lack 
resistance to infection, their vital capacity 
is easily impaired and the simple operative 
procedures are sometimes shocking. Some- 
thing must be done to prevent these se- 
rious complications. We are prone to con- 
tinue aspiration over a longer period of 
time before operation. In many cases I 
feel that the fatal outcome was hastened 
by a rib resection, and if we are willing to 
do a simple thoracotomy without rib re- 
section I believe our mortality will be 
lessened. Occasionally drainage will not 
be adequate and will necessitate a rib re- 
section later, but this operation will come 
when the infection is less acute and the re- 
sistance has improved. 


To summarize, I feel that the most ef- 
fective and most fool proof method of treat- 
ment of an acute empyema is repeated as- 
piration followed by rib resection. We 
have used all methods and our results will 
prove the statement above. It is true that 
about 10 per cent of all cases will be cured 
by aspiration alone, but this is not a method 
to be relied upon for a cure. Danna and 
Elias report excellent results with aspira- 
tion and air injection. We have used this 
method and found it to be as effective as 
aspiration alone and is best suited for a 
trial in the encapsulated types. Closed 
drainage has its merits and it must be a 
worthy method, otherwise it would not 
have such a widespread use. As I see the 
situation the big disadvantage ‘= its use 
is the fact that very few hospials have 
adequate trained personnel for the accurate 
care which must be given this method. If 
it is to be used it should be used early be- 
fore a true abscess has formed. Failures 
with its use lead to serious complications 
and may produce a fatality or chronicity. 
In a well formed abscess it does not seem 
to me to be a logical procedure any more 
than draining a boil by inserting an as- 
pirating needle instead of an incision with 
adequate drainage. I believe that open 
operation performed at the proper time 
with dependent drainage will be the most 
effective method of treatment because it 
can be used in any locality and every hos- 
pital is equipped adequately for the pro- 
cedure. 
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The Sinus Problem* 


WILLIAM L. BonHam, M.D. 
OKLAHOMA CITY, OKLAHOMA 


The subject of sinus disease has been the 
object of so much discussion, commercial 
advertising and unmitigated criticism that 
I feel a brief review of the problem should 
be of interest at this time. We have all had 





*Read Before the Section on Eye, Ear, Nose and Throat, 


Annual Meeting, Oklahoma State Medical Association, Mus- 


kogee, Oklahoma, May 10, 1938. 


the experience, I am sure, of seeing a pa- 
tient with his first attack of sinus infec- 
tion, who, when informed of the diagnosis 
would exclaim with horror that he had 
heard that there was no cure for this con- 
dition. At social functions, pink teas, 
bridge parties and over the back fence it 
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is not unusual to hear fanciful discussions 
of the sufferings of some friend or ac- 
quaintance who is having treatments or 
has had an operation for sinus disease. To 
the majority of people any abnormal con- 
dition in the nose is roughly classified as 
“sinus trouble,” the sinus often taking the 
blame for headaches which are caused by 
other abnormalities. The information 
gleaned by the layman is usually then from 
purely social discussion with uninformed 
individuals or from commercial adver- 
tisements urging these sufferers to pur- 
chase some particular medicine for relief. 


When a patient presents himself at your 
office for relief from an acute sinus infec- 
tion, the problem is, as a rule, not baffling 
and recovery takes place along lines wholly 
satisfactory to the patient. But when a 
patient presents himself with a chronic 
sinus infection of several or many years 
standing and having run the gauntlet of 
remedial measures suggested by grand- 
mother, neighbors and commercial adver- 
tising, he still is likely to expect a cure with 
no more extensive procedures than would 
be used in the treatment of an acute infec- 
tion. If clinical examination and X-ray 
studies show chronic pathological changes 
have taken place in the sinuses which make 
an operation necessary the patient or rela- 
tives are likely to interpose the objection 
that once an operation is performed he will 
continue having operations the rest of his 
life and therefore insist either on conserva- 
tive treatment or some minor operative 
procedure from which complete relief can- 
not be expected. Consequently, it is not 
upon our shoulders but rather upon the 
shoulders of the dissenting patients and 
relatives that there rests much of the re- 
sponsibility for the phrase—“Once a sinus, 
always a sinus.” 


There seems to be one monkey-wrench 
in the machinery as far as permanence of 
cure from the patient’s point of view is 
concerned. This is due to the fact that 
with each attack of head cold following 
the operation it is quite likely that there 
will be some purulent discharge from the 


sinuses and the patient still looks on this. 


as a continuation of his old trouble rather 
than as a new infection. Our problem, 
therefore, seems to be to study each in- 


dividual case from the standpoint of 
etiology, symptomology, pathology and 
type of treatment to be instituted which 
is most likely to provide a cure and then 
to acquaint the patient as far as possible 
with what to expect in the future. 


PATHCLOGY 


The pathological change in the sinuses 
may be classified' as either acute or 
chronic. The acute infections may be 
either catarrhal or purulent while the 
chronic infections may be purulent, hyper- 
trophic, polypoid or fibrotic. 


The pathological change involved in the 
acute catarrhal stage is similar to that of 
acute rhinitis. There is first a constric- 
tion of the blood vessels followed by relaxa- 
tion of the vessels with an extravasation of 
lymph into the soft tissues causing them to 
swell. A thick mucoid discharge follows 
and the stratified ciliated epithelium is in- 
filtrated with lymphocytes and polymor- 
phonuclear leukocytes. The connective tis- 
sue and fibers of the mucosa are widely 
separated by coagulated serum resulting 
in edema and into these connective tissue 
spaces there occurs leukocytic infiltration. 
There is marked enlargement of the blood 
vessels. 

In the acute purulent stage there is the 
same pathological change as described 
above except that the reaction is some- 
what less marked and pus is present on the 
surface of the mucosa. Scattered hemor- 
rhages may be present in the tissues. The 
interstitial tissues show a greater cellular 
infiltration composed almost exclusively 
of polymorphonuclear leukocytes. 


Repeated infections of the type described 
above ultimately produce chronic changes 
which are strikingly similar in all the si- 
nuses. Among the most noted of the 
changes are those of the vascular channels, 
the pathological changes of the contiguous 
soft and bony tissues being secondary to 
these changes. Hypertrophic sinusitis is 
characterized by thickened and edematous 
mucosa and periosteum and is usually asso- 
ciated with polypoid masses of the soft tis- 
sue and rarefaction and osteo-porosis of the 
bone. This is perhaps the most common 
variety. The vascular changes consist of 
inflammatory infiltration of the veins and 
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lymphatics followed by an increase in the 
fibrous tissue which replaces the smooth 
muscle and elastic tissue. The resiliency 
and contractibility of the vessels is im- 
paired, resulting in stasis and interference 
with drainage of the sinuses. This in- 
creased stagnation of fluids results in fur- 
ther extravasation into the fibrous tissues, 
increasing the tendency to polypoid hyper- 
plasia. Changes in the soft tissues and in- 
volvement of the periosteum and bone re- 
sult from the lymphatic and venus obstruc- 
tion. There is leukocytic infiltration chief- 
ly with lymphocytes, plasma cells and an 
occasional eosinophile. The cellular reac- 
tion is most marked in the walls of the 
veins and lymphatics and adjacent stroma 
presenting the picture of phlebitis and 
some peri-phlebitis as well as lymphangitis 
with some peri-lymphangitis. Polypoid 
masses result from continued turgescence 
of the tissues. Thinning of the surface epi- 
thelium occurs from continued pressure 
while the mucous glands show cystic de- 
generation due to the obstruction of the 
excretory ducts by edema of the stroma. 
The bony structures ultimately show signs 
of absorption and osteo-porosis. Necrosis 
and sequestration may result. 


In fibrotic sinusitis, which is also called 
atrophic sinusitis, there is an atrophy of 
the tissue which is very slight in the early 
stages but in the later stages results in a 
marked reduction of soft tissue and bony 
structure. Mild cases of fibrosis show nd 
necrosis, crust formation or putrefactive 
odor. Some areas of the epithelium of the 
mucosa may be thickened with the forma- 
tion of papillae while other areas are thin 
and the epithelium is squamous in charac- 
ter. The secretory glands are usually 
small, atrophic, and inactive but if the ef- 
ferent ducts are obstructed, they become 
cystic. The stroma becomes infiltrated 
with lymphocytes and plasma cells. In 
this fibrotic type of sinusitis the vascular 
changes consist in arterial involvement in 
contrast to the changes in the veins and 
lymphatics in the hypertrophic type. One 
can usually demonstrate endarteritis, ar- 
teritis or peri-arteritis. There occurs an 
early cellular reaction around the vessels, 
and an increase in the fibrous tissue and 
partial or complete occlusion of the lumen 
of the arteries and arterioles due to the 
thickening of the vessel walls is seen later. 


The veins and lymphatics show decreased 
fluid content and in some instances are 
collapsed. The bone and cartilage show 
alternating areas of cartilage and bone 
formation interspersed with areas of ab- 
sorption. In advanced atrophic cases there 
is ozena, loss of secretion and crust forma- 
tion with possible necrosis. 


There may be a combination of these 
types with involvement of both the affer- 
ent and the efferent blood vessels and the 
surface of the mucosa is nodular or tra- 
beculated and produced by alternating 
areas of edema and hypertrophy inter- 
spersed by fibrotic or atrophic zones. The 
bony changes are likewise irregular with 
areas of osteo-porosis in some parts and 
exostosis and osteitis in other parts. 


SYMPTOMATOLOGY 


In general the symptoms causing the 
sinus patient to seek relief are nasal dis- 
charge, nasal obstruction which varies with 
the amount of discharge and headaches 
which may increase in severity at different 
times of the day and which are usually 
frontal in type. In acute sinusitis the dis- 
charge is at first serous but later becomes 
mucopurulent and in the acute cases there 
is usually no odor while in chronic cases a 
foul odor may be present. The nasal ob- 
struction is alternating, intermittent, and 
usually more marked on the diseased side. 
Involvement of the anterior group of 
sinuses most often produces frontal head- 
ache while involvement of the posterior 
group most often produces occipital head- 
ache. Morning frontal headache decreasing 
in intensity toward the afternoon usually 
indicates involvement of the frontal or 
ethmoid sinuses, while morning frontal 
headaches increasing in intensity toward 
the afternoon suggests maxillary involve- 
ment. Morning occipital headache in- 
creasing in intensity toward the afternoon 
suggests the possibility of sphenoid in- 
volvement. In chronic sinusitis nasal dis- 
charge may be the only symptom, and 
headache when present usually means in- 
terference with drainage. 


DIAGNOSIS 


The diagnosis may be made by a care- 
ful history and examination, including 
transillumination and X-ray. By the time 
the history is completed we know whether 
or not we are dealing with an acute or 
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chronic infection and we often have some 
idea as to the group of sinuses involved. 
On first inspection the finding of pus in 
any one particular area is no indication of 
its origin, because blowing of the nose and 
snuffing may cause the pus to be located 
in any position. However, on removal of 
this pus and shrinking of the nasal mucosa 
and waiting for some time, the reappear- 
ance of pus in the middle meatus points to 
involvement of the anterior group while 
pus coming from above the middle turbin- 
ate points to involvement of the posterior 
group of sinuses. However, the absence 
of discharges does not rule out the possi- 
bility of infection and careful shrinkage of 
the nasal mucosa together with careful in- 
vestigation of the middle meatus and the 
spheno-ethmoid recess, combined with suc- 
tion, transillumination and X-ray, irriga- 
tion of the antra and possibly probing the 
frontal may be necessary before the diag- 
nosis is made. 


A. R. Sohval and M. L. Som? report 
masked sinusitis as a cause of obscure fever 
in nine cases. The paiients were generally 
young and the duration of fever varied 
from one week to two-and-one-half years. 
Previous tentative diagnosis included in- 
fectuous mononucleosis, rheumatic fever, 
bacterial invasion of the blood stream, sub- 
acute bacterial endocarditis, carbuncle of 
the kidney, epidemic encephalitis and en- 
demic typhus fever. They recommend 
that all patients with fever of unknown 
etiology and especially those with head- 
ache should have a routine X-ray examina- 
tion of the sinuses, intra-nasal examina- 
tion and diagnostic irrigation of the antra 
and sphenoid sinuses. They advise the ir- 
rigation routinely despite negative find- 
ings even by X-ray. 

TREATMENT 


Having arrived at a diagnosis one then 
proceeds to select the type of treatment 
most suited to the individual case. In gen- 
eral the treatment of acute sinusitis is the 
same as that for acute rhinitis and consists 
of rest in bed, the usual supportive medi- 
cation, hot fluids, shrinking agents to the 
nasal mucosa, heat and suction or the well 
known displacement treatment. Surgical 
treatment in the acute stage is rarely in- 
dicated. The middle turbinate may have 
to be refracted or the antrum irrigated. 
External incision and drainage is rarely 


indicated and the less surgical interven- 
tion the better in the acute stage. 


Since the introduction of the displace- 
ment method of introducing fluids into the 
accessory nasal sinuses, this procedure has 
become rather widely used for both diag- 
nosis and treatment. Arthur Proetz’ in 
his resume suggests that four conditions 
are indispensable to proper displacement 
filling: (1) the ostium must be in proper 
position relative to the sinus, (2) the os- 
tium must be covered with fluid, (3) nega- 
tive pressure must exist at the ostium, and 
(4) the ostium must be patent. In order 
to fulfill the first two requisites the head 
hangs over the edge of a table so that the 
chin and external auditory canals lie in 
the same vertical plane. Some prefer prop- 
ping the patients’ shoulders on a pillow and 
suspending the head laterally with the pa- 
tient lying on the side. The suction may be 
applied by any device which will deliver 
approximately 150 mm Hg. of negative 
pressure with a nasal suction tip which 
contains a thumb release opening suffi- 
ciently large to permit equalization of 
pressure when not closed. Proetz now rou- 
tinely uses a 1:3 dilution of iodized oil for 
diagnostic purposes and a 4 per cent solu- 
tion of ephedrine sulphate in physiological 
saline solution for treatment. An extreme- 
ly useful procedure in prognosis is called 
by Proetz “washing through.” Immediate- 
ly after completion of the displacement 
treatment and before the patient moves, 
continuous suction is applied to one nos- 
tril while a syringefull of the solution is 
poured into the other. The nasal con- 
tents with whatever pus has been washed 
out of the sinuses is thus drawn into the 
suction tip receptacle for study. It is sug- 
gested that this form of treatment is so ef- 
fective for emptying the antrum that it 
may replace the canula or trocar. 


The treatment of chronic infection re- 
quires careful consideration of the extent 
and probable character of the pathological! 
change present within the sinuses as well 
as the consideration of the previous degree 
of incapacitation of the patient and the 
probable progression of the disease and 
future incapacitation. It is indeed rare 
that these cases may be classed as emer- 
gencies. Consequently they should be 
under observation for some time before a 
final decision is made as to the type of op- 
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eration to be performed. In those cases 
where the disease has not been present too 
long and the pathological change is not too 
great it is advisable to use intra-nasal op- 
erative procedures. However, in those 
cases in which intra-nasal procedures have 
failed or in which one is able to demon- 
strate by clinical examination and X-ray 
that the pathological change has produced 
chronic hyperplasia or polypoid degenera- 
tion of the sinus mucosa with suppuration 
or involvement of bone, the external route 
should be employed. 


Sinusitis As A Focus OF INFECTION 


Some authorities are of the opinion that 
the sinuses rarely act as a focus of infec- 
tion while other equally capable authori- 
ties are of the opinion that the sinuses very 
frequently act as a focus of infection. Some 
of the diseases which it is suggested may 
be secondary to a primary infection in the 
sinuses are acute and chronic infectious 
arthritis, myositis, ne uritis, bronchitis, 
numerous ocular diseases, kidney disease, 
chorea, lymphadenitis, acute rheumatic 
fever, myocarditis, pericarditis, and endo- 
carditis. Without entering into any con- 
troversial discussion of the subject I feel 
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that one is justified in including the sinuses 
in a search for a focus of infection and in 
the event that infection is found the usual 
steps should be taken to eradicate the dis- 
ease just ~. would be done if the sinus in- 
fection were the primary complaint. 


SUMMARY 


This is a problem which requires careful 
study of each patient as an individual 
pathological entity. 

The diagnosis and mode of treatment, 
whether medical or surgical, should be 
based upon the apparent pathological 
change present in the sinuses as determined 
by the usual diagnostic procedures. 


The patient should be informed regard- 
ing the severity of his condition, his 
chances of complete relief from symptoms, 
and also regarding the possibility of recur- 
rence of at least some of his symptoms 
with each future head cold. 
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Surgical Treatment of Ectropion and Entropion* 


C. B. Barker, A.B., M.D., F.A.C.S. 
GUTHRIE, OKLAHOMA 


The average life is too short and one’s 
practice is insufficient to try out all opera- 
tions, therefore we must compare exper- 
iences and from these select the best opera- 
tions for the various conditions, thereby 
eliminating many failures. 


From the many operations for the cor- 
rection of ectropion and entropion, we have 
selected those which have given us the best 
results. 

The results of the operation often de- 
pends upon the placing of a certain stitch, 
and if tension is desired, a mattress suture 
should be used. 





*Read Before the Section on Eye-Ear, Annual Meeting, 
Oklahoma State Medical Association, Tulsa, 
May, 1937. 


Oklahoma, 


First, we will start with the deformities 
of the upper lid. 

The patient comes to the physician be- 
cause of irritation of the lids to the eyes, 
and impaired vision, as in trichiasis and 
entropion following trachoma. 

The operation which will best relieve 
the irritation caused by a thickened and 
rough lid on the eye ball, is the operation 
of choice. 

Ectropion and entropion can be relieved 
by one of five ways. 


1. Evert the lashes from the eye ball. 


2. Lift the irritating edge of the lid 
away from the eye by a mucous graft. 
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3. Remove the irritating portion of the 
lid, as tarsectomy. 

4. Take up the slack when the lid falls 
away from the eye ball (ectropion). 


5. Narrow the palpebral fissure by 
stitching the lower lid to the upper lid at 
the external angle, the opposite of a can- 
thoplasty. 

The various stitches and electric cautery 
have been disappointing to us. 


However, if the case is not very far ad- 
vanced, the electric cautery will suffice, 
but one must cut a grove wide and deep so 
the gap will result in a scar which will con- 
tract and turn the lid margin outward. 

If we have entropion of the upper lid, 
and the lid is thin and not due to trachoma, 
the David operation will give very good 
resulfs. 














PICTURE NO. 1 


In picture No. 1 it was necessary for 
the patient to keep every eye lash removed 
from both upper lids for 20 years. 

She was completely relieved when the 
lid margin was turned away from the eye 
ball. 

In a small percentage of cases which 
have a tarsus, that is, two or three times 
its normal thickness and distorted, asso- 
ciated with trichiasis, and the eye bal] 
shows a chronic and continuous irritation 
usually associated with entropion, viz., the 
tarsus seems to be poisonous to the cornea. 
We do a partial tarsectomy with a can- 
thoplasty. 

When doing a tarsectomy, dissect the 


conjunctiva well down onto the eye ball, 
and place mattress sutures so the lid mar- 
gin will be everted. 

When a canthoplasty is done, the con- 
junctiva and skin is brought between the 
cut ends of the severed ligament by a mat- 
tress suture. This will lengthen the pal- 
pebral fissure and prevent the union of 
the cut ends of the severed ligaments, and 
the scar will not contract and produce the 
opposite condition from that desired. 


In ectropion of the lower lid, the Kuntz 
operation is very good. This operation 
displaces the skin of the lower lid laterally 
at the external angle and the margin 
bearing cilia should be excised, a “V” cut 
from the center of the tarsus. If this op- 
eration is done carefully and the calipers 
are used to insure accuracy, the results 
will be very satisfactory. 





- 

















PICTURE NO. 2 
In this patient there was a constant 
irritation of the eye, due to exposure 
Was completely relieved after the lid 


was placed in the proper position 

In senile ectropion we stitch the lower 
lid to the upper. Fuch’s operation nar- 
rows the palpebral fissure. 

A mucous graft will give an excellent re- 
sult. 

Split the conjunctiva from the skin about 
five to eight mm. deep, the whole length of 
the lid, and then stitch the skin edge over 
a small rubber tube. This will convert the 
trough into a flat surface, then remove a 
strip of mucous membrane from the 
mouth and stitch into place. 
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PICTURE NO. 3 
The eye lashes of all four lids were 
turned inward so there was a constant irri- 
tation of the eye ball. This was relieved 
by a mucous membrane graft from the 
mouth. 


If the upper lid is thickened and entro- 
pion is present, a Beard’s modification of 
the Hotz operation is a very good one. The 
result depends upon the placing of the 
sutures and canthoplasty. 

(See picture No. 4. This patient’s vision 
was hand motions at time of operation, 
January 1, 1914.) 

















PICTURE NO. 4 


This patient had chronic trachoma and 
the eye lashes rubbed the cornea until it 
was very hazy. The eye cleared after a 
Beard'’s operation and she has had 20 
years of good sight and of much comfort. 


This picture was taken 20 years after 
the operation. 


Decompression of Small Intestine in Treatment of 
Intestinal Obstruction 


Intestinal intubation as an adjunct to the treat- 
ment of intestinal obstruction has proved successful 
in the hands of Charles G. Johntson, Grover Cleve- 
land Penberthy, R. J. Noer and J. C. Kenning, De- 
troit (Journal A.M.A., October 9, 1938), in 54 cases. 
That alone it cannot be depended on is obvious 
from the fact that intestinal obstruction is protean 
in its manifestations and causes. Each case must 
be individualized and the obstruction treated as to 
its specific requirements. Intubation does not ex- 
clude operative means of handling obstruction but 
rather facilitates any operative procedure which 
may be necessary. The advantages of the method 
in properly selected cases are: 1. It carries the pa- 
tient past the period when operation is most dan- 
gerous. 2. It prepares the patient for operation by 
control of distention, thus making operation less 
traumatic for the patient and easier for the sur- 
geon. 3. It affords a means of localizing the site 
of obstruction and frequently indicates its nature. 
4. It permits oral feeding of the patient during a 
period when food and fluid are so essential and 
frequently permits one to improve the patient’s 
nutritional state during the period of treatment. 
5. It releases the tension above the site of obstruc- 
tion and frequently reestablishes the normal pas- 
sage of intestinal contents, thus permitting the 
patient to be operated on in the interval stage if 
advisable. 6. In the treatment of paralytic ileus 
this is the only method which can uniformly be de- 
pended on to relieve the distention of the small 
intestine, which is not uncommonly fatal. The dis- 
advantages of the method are: 1. It necessitates 
careful selection and evaluation of cases. It is not 
suitable for treatment of strangulated types of 
obstruction. 2. It requires hard work on the part 
of the surgeon and his associates. Passage of the 
tube and attention to details with regard to the 
patient and the equipment require continued atten- 
tion. 3. It is not suitable for obstruction of the 
large intestine, since, despite the fact that the tube 
frequently traverses the entire intestinal tract, it 
cannot be depended on to reach the large intestine 
quickly enough to be of value. Of the 54 patients 
treated by intubation, 14 died. Of these, five died 
as a result of intestinal obstruction. In the re- 
maining nine who died, intestinal intubation was 
carried out to relieve distention associated with 
other conditions which caused the death. The 
number of cases presented is small, and‘ conclu- 
sions regarding mortality are difficult. The data 
do, however, indicate that intubation of the small 
intestine in selected cases has a definite place in 
the care of patients suffering from intestinal ob- 
struction. 


4) 
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Pathology of Vitamin C Deficiency 


After discussing the pathologic changes that oc- 
cur in the bones, teeth, gingiva, muscles, eyes and 
skin consequent to a deficiency of vitamin C, Gil- 
bert Dallidorf, Valhalla, N. Y. (Journal A.M.A., Oc- 
tober 8, 1938), concludes that the anatomic effects 
of vitamin C deficiency are prompt to appear, cer- 
tainly in the young, and that they occur, if the 
vascular changes are included, even in the mildest 
degrees of deficiency. Since clinical reports agree 
that subclinical scurvy, whether on the basis of 
chemical tests or measurements of capillary 
strength, is common, it may be assumed that mor- 
phologic stigmas due to the same deficiency are 
likewise common. However, both clinical and an- 
atomic identification of scurvy remains, as it al- 
ways has been, a matter of alertness on the part 
of the physician. The recently acquired under- 
standing of the scorbutic process affords patholo- 
gists and biologists a useful tool in the study of dis- 
turbances of intercellular materials. It should be 
of value also in the study of similar changes in 
senility. 
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- EDITORIAL 


CAN HE REVOLUTIONIZE THE FAITH 
OF OUR FATHERS? 











Assistant Attorney General, Mr. Thur- 
mond Arnold, in a speech over a national 
hookup on October 26th, had the follow- 
ing to say relative to our religion: 

“ ... Every organized state must have 
its established church, or as I have ex- 
pressed it elsewhere, its folklore. That 
church must embody the fundamental 
truths and principles which give a state 
its greatness. At the same time that church 
must not impose ridiculous and unneces- 
sary material sacrifices on the great mass 
of the people. The fact that today the 
established church of the medern state is 
legal and economic, promising secur‘ty for 
this life rather than hereafter, distinguishes 


us from the Middle Ages. The future life 
can no longer be offered as a substitute for 
economic misery in the living world... .” 

This is the same Mr. Arnold who insti- 
tuted and is conducting the grand jury in- 
vestigation of the American Medical Asso- 
ciation to ascertain whether or not Or- 
ganized Medicine is now conducting itself 
as to infringe upon the anti-trust laws. It 
is apparently his policy to not only destroy 
the methods of the practice of medicine as 
has been carried out the past 150 years 
but now he would ridicule and revolution- 
ize, if possible, the foundations of the 
Christian religion upon which this nation 
has lived and progressed for many genera- 
tions. 

An attack upon the method of the prac- 
tice of medicine may be excusable, but 
when he tries to ridicule the Christian 
faith and say that it is more important to 
carry out their present economic programs 
against our existing misery than prepare 
ourselves for eternal life he will probably 
receive the deserved bitter criticism of 
American Christianity. 

Those who would foster communism or 
Hitlerism always attempt destruction of 
the religion of the country in which they 
operate, as religion and communism are 
incompatible. 

6: a oo 


SOUTHERN MEDICAL ASSOCIATION 


Oklahoma City did themselves proud in 
entertaining the Southern Medical Asso- 
ciation and appeared to furnish everything 
that was necessary to make the meeting a 
decided success. 

The General Chairman, Dr. Henry H. 
Turner, was honored by being elected First 
Vice President. 

The Oklahoma physicians took advan- 
tage of this excellent program, 552 having 
registered during the meeting. There was 
a total registration of 2,260 physicians and 
with the ladies, students, nurses, exhibitors, 
et cetera there was a total of 3,832. 


Both the Commercial and Scientific Ex- 
hibits were extensive and of a very high 
character and well patronized by the vis- 
iting doctors. The Scientific Sections were 
all well attended and presented excellent 
programs. 

The entertainment offered by the Okla- 
homa physicians was much enjoyed by the 
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many visitors and certainly our capitol 
city has shown its ability to handle so large 
a meeting in a satisfactory manner. 


t> 


“RENDER UNTO CAESAR” 








In the September, 1938, issue, the Journal 
published an article entitled “Investigate 
Before You Buy.” The article pointed out 
that certain physicians had been swindled 
on the pretense of buying a listing to be 
used by Insurance Companies. This article 
indicated that the swindling was done by 
an organization known as the Underwriters 
Service Bureau of Philadelphia. 


This article game to the attention of the 
President and General Manager of Under- 
writers Service Bureau, Inc., of Drexel 
Building, Philadelphia, Pennsylvania. Un- 
der date of October 3rd they wrote the 
Journal, protesting vigorously against the 
imputation in this article that his company 
was morally or legally guilty and respect- 
fully urged that a retraction be printed. 
They were immediately advised that the 
case would be investigated and that they 
would be further informed. 


With the realization that the Journal is 
to be of service to the Medical Profession 
and at the same time be fair to others, we 
were confronted with a serious proposi- 
tion. An unwarranted retraction might 
result in damage to the physicians and sur- 
geons of Oklahoma. 


With this in view, the Journal instituted 
a most thorough investigation. Complaints 
from Tulsa, Oklahoma City, Duncan, and 
elsewhere, were investigated. It was de- 
termined that a certain alleged agent or 
agents of Underwriters Service Bureau 
had taken listings from physicians and 
garages, and collected money, and cashed 
drafts which were not honored. Under- 
writers Service Bureau claimed not to 
have received the remittances. Investiga- 
tion was then conducted through two 
sources in Philadelphia and it was de- 
termined that the parties who had com- 
mitted these “indiscretions” in Oklahoma 
were discharged former employees of 
Underwriters Service Bureau, Inc.; that 
therefore the Underwriters Service Bureau 
was not responsible either legally or 
morally. 
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In fairness to the organizers and man- 
agers of Underwriters Service Bureau, Inc., 
we feel constrained to state that our con- 
fjdential and reliable reports show them 
to be men of experience, integrity and 
morality. The company was greatly em- 
barrassed, as were we, by the imposition 
on Oklahoma physicians and garages. 


We asked them to advise us the names 
of their true representatives should they 
again attempt to open the field in Okla- 
homa. This they kindly consented to do, 
stating that for the time being his com- 
pany intended to do nothing further to- 
wards covering this state and that when 
such a time does arrive, the manager per- 
sonally will cover the state. This assur- 
ance from them, recommended as they are, 
was highly pleasing to us. 

This situation demonstrates how easily 
a company can be maligned by former 
commission salesmen. It demonstrates how 
physicians and surgeons can be imposed 
upon. We can only recommend that all 
physicians, contemplating buying such a 
listing, investigate, first, the reliability of 
the listing company; and second, the 
authority of the alleged salesman. Under 
no circumstances should drafts be cashed 
for such purported salesmen. 


The Journal stands ready and willing at 
all times to investigate the responsibility 
of listing companies. We might copy after 
the State Bar of Oklahoma, which organi- 
zation, through its Board of Governors, in- 
vestigates such listing companies and pub- 
lishes the names of those on the approved 
list. Until such a step is taken by the State 
Medical Association, we believe it advisa- 
ble for all physicians to communicate with 
either the Journal or the officers of the 
State Medical Association. They should 
further communicate with responsible 
civic associations. 

If such a procedure had been followed in 
this case, our doctors would not have been 
defrauded and the Underwriters Service 
Bureau would not have been so criticized. 


In publishing this letter we have a two- 
fold purpose; that of clearing the name of 
the Underwriters Service Bureau, Inc.; 
and that of cautioning physicians and sur- 
geons about the purchase of such listings. 
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FOR THE DOCTOR 





A “Tentative Edition of Diagnostic 
Standards,” for tuberculosis of the lungs 
and related lymph nodes, has just been 
issued in pamphlet form by the National 
Tuberculosis Association through its Com- 
mittee on Diagnostic Standards, appointed 
in 1936 and headed by Dr. Fred H. Heise, 
medical director of Trudeau Sanatorium, 
Saranac Lake, New York. 


Both primary and reinfection tubercu- 
losis are described under the heading, 
“Pathogenic Development of Pulmonary 
Tuberculosis.” 

“It is not always possible on clinical and 
roentgenological evidence to differentiate 
primary and reinfection tuberculosis,” says 
the committee. “It is important, however, 
to recognize the pathogenic phase in which 
a given lesion presents itself, since such 
knowledge is, within strict limitations, the 
safest available prognostic criterion.” 


The committee deals with the clinical 
course of tuberculosis correlated with 
pathological conceptions. It continues: 
“The early pulmonary infiltration, the 
most common early lesion of reinfection, 
and the precursor of most of the chronic 
and fatal tuberculosis in adults may ap- 
pear at any age, but most frequently be- 
tween 18 and 30 or 35 (in negroes, a few 
years earlier). The onset may be symp- 
tomless, devoid of abnormal physical 
signs, and denoted only by the appearance 
in the roentgenogram of a soft mottled or 
cloudy patch. Symptoms, when present, 
are constitutional—mainly fatigue, loss of 
energy and a small loss of weight; when 
more severe, they suggest grippe and the 
lesion may resemble grippal pneumonia.” 


Failure to find tubercle bacilli in the 
sputum does not rule out cavity, the re- 
port states. Excavation usually is the be- 
ginning of progressive pulmonary tubercu- 
losis and prevention or closure of the 
cavity is the most important single feature 
of clinical recovery. Otherwise, contam- 
ination of other parts is inevitable. 

The tuberculin test, X-ray evidence, the 
history of exposure, symptoms and clinical 
manifestations, physical signs and labora- 
tory methods are included under the sec- 
tion, “Diagnosis of Tuberculosis.” Con- 
stitutional and local symptoms are ex- 
plained in detail. The extent of pulmonary 
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lesions is explained in a descriptive sum- 
mary, as are observations bearing on cases 
considered arrested, quiescent, etc. 


A form for the description and classifi- 
cation of common thoracic lesions is in- 
cluded in the pamphlet. There are no im- 
portant changes from former diagnostic 
standards in the sections on location and 
extent of lesions. 


“An ideal nation-wide program for de- 
tecting active and potential human sources 
of contagion with a reasonable degree of 
proraptness and before they have infected 
many of their associates requires repeated 
application of tuberculin tests to the entire 
population, followed by periodic clinical, 
roentgenologic and laboratory examina- 
tions of each infected patient,” the com- 
mittee says. 

The National Tuberculosis Association 
offers the pamphlet tentatively “in order 
that it may be tried out by clinicians and 
public health administrators.” It wel- 
comes comments from both specialist and 
general practitioner. This is the eleventh 
issue of “Diagnostic Standards.” The 
publication does not attempt to formulate 
new or original principles, but only to in- 
corporate those which are already well 
established. 

The committee includes, besides Dr. 
Heise, Dr. H. E. Kleinschmidt, director of 
health education of the National Tubercu- 
losis Association, who served as secretary; 
Dr. J. Burns Amberson, Jr., Tuberculosis 
Division, Bellevue Hospital, New York, N. 
Y.; Dr. G. Burton Gilbert, secretary of 
the Colorado School of Tuberculosis, Colo- 
rado Springs, Colo.; Dr. R. H. Kanable, su- 
perintendent of the Wyoming State Tuber- 
culosis Sanatorium, Basin, Wyo.; Dr. John 
H. Korns, Bureau of Tuberculosis, Depart- 
ment of Health, Cattaraugus County, 
Olean, N. Y.; Dr. F. M. McPhedran, Re- 
search Department, Germantown Hospital, 
Germantown, Pa.; Dr. Max Pinner, chief 
of the Division of Pulmonary Disease, Mon- 
tefiore Hospital, New York, N. Y.; Dr. C. 
A. Stewart, University of Minnesota Med- 
ical School, Minneapolis, Minn., and Dr. 
P. A. Yoder, superintendent of the Forsyth 
County Sanatorium, Winston-Salem, N. C. 

The cost of this booklet of 32 pages is 
financed by the annual Christmas Seal 
sales. A copy will be mailed, free on re- 
quest, to any physician in the state by the 
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Oklahoma Tuberculosis and Health Asso- 
ciation, 22 West 6th Street, Oklahoma City. 
Due to improved methods of early diag- 
nosis the family doctor becomes of prime 
importance to the tuberculosis eradication 
campaign. Physicians should welcome the 
opportunity to expand their field of use- 
fulness. “Diagnostic Standards” is an im- 
portant aid to this end. 


£)- 
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Editorial Notes—Personal and General | 


DR. FINNEY, of Baltimore, Md., lost his hat to 
some Oklahoman at the Dr. Curt von Wedel home 
during the Southern Medical meeting in Oklahoma 
City in November. The Oklahoman is urged to get 
in touch with Dr. von Wedel, return the Baltimore 
hat to him, and re-claim his own. 














DR. ED. D. GREENBERGER, McAlester, spent 
two weeks in November in New York attending 
the meeting of the American Academy of Roent- 
genology. 


DR. and MRS. K. D. GOSSOM, Custer City, are 
spending the winter months in Florida. 


4 
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OBITUARIES 


Doctor Thomas M. Haskins 
The rolling tide of destiny, on its onward way to 
eternity, called home over the waters of eternal 
resi, a true son and scholar in the profession of 
which he dearly loved, lived and exemplified, in the 
person of Doctor Thomas M. Haskins. The solace 
and consolation in the hour of bereavement to the 
family of such a worthy one is found in recalling 
to a sad memory the honor of being the sons and 
daughters or descendants of such a worthy man 
while the Creator of all things worthy and great 
extended to him a long and useful life, as well as 
a compassionate and worthy father. A gentle- 
man, a man—and after all what is man?—but one 
of God’s greatest handiworks. To have known one 
good man—one man who, through the chances and 
mischances of a long life has carried his heart in 
his hand, like a palm branch, waving all discords 
into peace—helps our faith in God, in ourselves, 
and in each other, more than many sermons. 
The Tulsa County Medical Society and its mem- 
bers wish to extend to the family its heart-felt 
sympathies in their hour of sadness in the loss of 
their loved one and our loss to our society and the 
public in general of so worthy a character. 
JOHN C. PERRY, M.D., Committee Chairman. 


—~{)} 
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Books Received and Reviewed 


“DOCTORS, I SALUTE!” by Emilie Chamberlin 
Conklin. Light & Life Press, Winona Lake, In- 
diana, 1938. 


An autographed copy of this book has been re- 
ceived by the Editor and is greatly appreciated. It 
is beautifully constructed, mechanically, and in- 
cludes 72 poems dedicated to The Healers of The 
World, whose lives are dedicated to the relief of 
pain and distress. 

The poems evidence a very beautiful interpreta- 
tion of the healing art and in some instances are 
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so lavish in their praise that they make a doctor 
reader blush when he realizes his inability to meet 
the high standard evidenced by the writer. 

I am glad to recommend this work of verse to 
our physicians and believe that they will receive 
some very refreshing relaxation in the reading of 
this volume. 


4)- 





Scientific Exhibit American Medical Association 


Application blanks are now available for space 
in the Scientific Exhbit at the St. Louis Session 
of the American Medical Association, May 15-19, 
1939. Attention is called to the fact that the meet- 
ing is a month earlier than usual, and applications 
close January 15, 1939. Blanks will be sent on 
request to the Director, Scientific Exhibit, Ameri- 
can Medical Association, 535 North Dearborn 
street, Chicago, Iil. 


4) 
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“Stone Walls Do Not a Prison Make 
Nor Iron Bars a Cage.” 


Winter is a jailer who shuts us all in from the 
fullest vitamin D value of sunlight. The baby 
becomes virtually a prisoner, in several senses: 
First of all meteorologic observations prove that 
winter sunshine in most sections of the country 
averages 10 to 5C per cent less than summer sun- 
shine. Secondly, the quality of the available sun- 
shine is inferior due to the shorter distance of the 
sun from the earth altering the angle of the sun’s 
rays. Again, the hour of the day has an impor- 
tant bearing: At 8:30 a.m. there is an average loss 
of over 31 per cent, and at 3:30 p.m., over 21 per 
cent. 

Furthermore, at this season, the mother is likely 
to bundle her baby to keep it warm, shutting out 
the sun from baby’s skin; and in turning the car- 
riage away from the wind, she may also turn the 
child’s face away from the sun. 

Moreover, as Dr. Alfred F. Hess has pointed out, 
“it has never been determined whether the skin of 
individuals varies in its content of ergosterol” (syn- 
thesized by the sun’s rays into vitamin D) “or, 
again, whether this factor is equally distributed 
throughout the surface of the body.” 

While neither Mead’s Oleum Percomorphum nor 
Mead’s Cod Liver Oil Fortified With Percomorph 
Liver Oil constitute a substitute for sunshine, they 
do offer an effective, controllable supplement espe- 
cially important because the only natural foodstuff 
that contains appreciable quantities of vitamin D 
is egg-yolk. Unlike winter sunshine, the vitamin D 
value of Mead’s antiricketic products does not vary 
from day to day or from hour to hour. 








Etiology of Nausea and Vomiting of Pregnancy: 
Preliminary Report 

J. William Finch, Hobart, Okla. (Journal A.M.A., 
October 8, 1938), states that nausea and vomiting 
of pregnancy develop at the same time at which 
the corpus luteum of pregnancy reaches an appre- 
ciable size. The symptoms disappear at about 
the time the gland is known to vegin retrogressive 
changes. In a series of patients with nausea and 
vomiting of pregnancy in varying degrees when in- 
jected intradermally with from 0.02 to 0.03 cc. of 
progestin in oil a cutaneous reaction developed di- 
rectly proportional to the severity of the symptoms. 
A control series of patients who were not nauseated 
and in the pregnant state gave negative cutaneous 
reactions when tested in the same manner. Pa- 
tients treated with subcutaneous corpus luteum ex- 
tract and progestin along the lines of allergic 
desensitization were gradually relieved of their 
symptoms. A high percentage of the patients with 
nausea and vomiting of pregnancy either had other 
diseases of allergy or gave a famity history of al- 
lergy. Intradermal testing ma; determine, even 
before pregnancy, whether a patient will or will 
not be nauseated when pregnant by determining 
whether or not she is sensitive to progestin. 
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SURGERY AND GYNECOLOGY 


Abstracts, Reviews and Comments from 
LeRoy Long Clinic 
714 Medical Arts Building, Oklahoma City 








Infections of the Hand; Three Years’ Experience 
in a Clinic for Study of Whitlow. By E. A. 
Devenish, M.S., F.R.C.S., London, England. Ar- 
chives of Surgery, November, 1938, page 726. 


The discussion in this contribution includes both 
whitlow (usually called felon in the United States) 
and paronychia. 

Incidence: In about one per cent of all casualties 
there is either injury or infection, or both injury 
and infection of the fingers. There were 388 pa- 
tients in this group out of a total of 41,474 patients 
who reported to the casualty service of University 
College Hospital during three years. 

Of the 388 patients 61 were cases of injury, and 
apparently not considered in the report. This 
leaves 327 patients with infection of the digits. 

In 58.7 per cent of this group of 327 there was 
a definite history of injury, and previous injury 
suspected in an uncertain number of others. 

Age: 60 per cent in the second or third decade, 
40 per cent being distributed from childhood to 60 
years and more. The youngest was one year, the 
oldest 75. 

Occupation: Children 18 per cent. Manual la- 
borers, craftsmen, housewives and domestic serv- 
ants made up most of the others. There were but 
few clerical workers. 

Sex: Injury nearly twice as frequent in men. 
Paronychia nearly twice as frequent in women. 

Injury in most cases comparatively slight. Only 
three had received first aid treatment. A common 
complication is the entrance of a foreign body, 
often not suspected by patient. 

The index and middle finger and the thumb most 
often affected. 

The well-known association of trivial injury with 
infection is emphasized. This has been proven in 
a practical way. For example, a large engineering 
firm arranged for the application of strict prophy- 
lactic measures in trivial cuts and scratches, the 
result being “a material reduction in the incidence 
of infection.” 

Management: Early operative treatment, before 
suppuration, is deprecated. The author makes this 
very pertinent statement: “The function of opera- 
tion is the evacuation of pus, and it is as impor- 
tant to avoid undue haste in operating as to avoid 
undue delay.” 

Here is a most significant statement: “In the 
early stages treatment must be directed to helping 
the tissues in their struggle with the infection. The 
most important elements in this are elevation and 
absolute immobilization of the limb.” 

“Immobilization is secured by means of light 
metal or plaster splints.” 

It is believed that elevation of the limb reduces 
swelling and congestion of the inflamed area. 

When operation for the evacuation of pus is 
necessary, hot fomentations are applied twice daily 


after operation to prevent formation of crusts, thus 
keeping the opening patent. 

After the cessation of drainage, the hand and 
fingers should be used as soon as possible, begin- 
ning in a gradual way, in order to relieve and pre- 
vent stiffness. This is emphasized by the author 
in the following concise remarks: “There is one 
important point which remains, that is, the rela- 
tion of disuse to the function of the hand. The 
hand seems to be dependent for efficiency on con- 
stant use. Complete disuse, whether produced by 
therapeutic immobilization or a tender scar, is fol- 
lowed by atrophic changes in the fingers, which 
result in their disablement.” 


Finally, “after the wound. has healed, every pa- 
tient is examined to determine the mobility of the 
fingers before he is finally discharged.” 


COMMENTS: Bearing in mind that the path- 
ology of the average felon (whitlow) is a deep 
cellulitis outside of the tendon sheath or bone; and 
that the distinct tendency is for it to localize in 
that situation, it is easy to understand the advice 
that one should refrain from doing an early, ill- 
advised operation, because such a blunder, as 
stated by the author, is often followed by sloughing, 
and frequently by invasion of the tendon sheath 
and even the bone, producing an osteomyelitis. 


In our judgment, the old-time dictum that in 
the case of a felon one should “cut to the bone” 
is a grievous error. 

We believe that when operation is done for the 
evacuation of pus the digit should be anesthetized. 
Generally this can be done by injecting a one per 
cent or two per cent solution of novocain deeply 
on each side of the digit at the base. A small 
rubber band wound tightly about the base of the 
digit just proximal to the point of injection is of 
service in localizing the solution. Then the in- 
cision should be made slowly and with care, stop- 
ping when pus escapes. No felon should be in- 
cised, helter skelter, by making a quick, blind, 
slashing incision. 

The advice about the benefits from immobiliza- 
tion and elevation while awaiting either spon- 
taneous cessation or the liquification of the exudate 
(pus formation) is of tremendous importance, but 
too often neglected. 

LeRoy Long. 


The Effect of the Direct Application of Cod Liver 
Oil Upon the Healing of Ulcers of the Feet in 
Patients with Diabetes Mellitus: Harold Branda- 
leone; Annals of Surgery, July, 1938, page 141. 


In a previous study the author found that care- 
ful care of the feet of patients with diabetes melli- 
tus decreased the incidence of infection of the 
feet, improved the condition of the skin, and 
helped in healing the ulcers. In many cases, how- 
ever, in spite of this treatment, the ulcers failed to 
heal and constant foot care was necessary to avoid 
serious infection. It occurred to the author that 
as the tissues in many of these patients were not 
in an optimum state of nutrition and since vitamin 
A stimulates the growth of epithelial tissue, that 
the direct application of cod liver oil might be an 
effective method of treatment. The healing action 
of cod liver oil has been reported by several ob- 
servers who used it in the treatment of wounds, 
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burns, crushing injuries, superficial sores and car- 
buncles. Cod liver oil has also been reported to 
have a bactericidal power. 

The author studied two groups of diabetic pa- 
tients, one a controlled group of 11 patients who 
received routine foot care, consisting of daily foot 
soaks, thorough drying, and the application of 
lanolin. This routine foot care was carried out for 
a period of from one to 32 weeks. The second 
group consisted of 21 patients who had received 
routine foot care for a period of from one to 136 
weeks when cod liver oil was applied locally to 
the lesions. 

When cod liver oil treatment was instituted the 
routine foot care was continued, but after drying 
the feet, gauze saturated with cod liver oil was 
applied directly to the ulcer and this was kept in 
place by a noncompressing bandage. 

In the 11 diabetic patients with ulcers of the 
feet who were treated with routine care three 
lesions remained unhealed, nine were improved, one 
healed completely and eight recurred. 

Of the 21 diabetic patients with ulcers of the 
feet, which had existed for previous periods vary- 
ing from one to 136 weeks, having been treated with 
routine foot care prior to cod liver oil therapy, 20 
of these patients had complete healing of the ulcers 
following the local application of cod liver oil. The 
average time required for healing to take place was 
about 10 weeks. 

The average duration of these ulcers prior to 
this cod liver oil therapy was 24 weeks. 

The results in the second group suggest that cod 
liver oil will increase the rate of healing of ulcers 
in patients with diabetes mellitus. The factor in 
cod liver oil which is responsible for this remains 
open to discussion. It is possible that the vitamin 
content is the responsible agent. On the other 
hand, cod liver oil contains some highly unsaturated 
fatty acids—arachidonic, with an iodine number of 
334, and clupanidonic with an iodine number of 
368. Unsaturated fatty acids apparently have a 
stimulating effect on the growth of hair and may 
also have a stimulating effect on epithelial tissue. 

LeRoy D. Long 


The Influence of Long-Continued Injections of 
Estrogen on Mammary Tissue. By Ludwig A. 
Emge and K. M. Murphy, San Francisco, Calif. 
American Journal of Obstetrics and Gynecology, 
Vol. 36, November, 1938, page 750. 


These authors have studied a large group of 
transplantable mammary adeno-fibromas known 
to possess malignant potentialities after the rats 
in which they were located had been subjected to 
long continued injections of estrogen. It was hoped 
that in this way the effect of such estrogen ad- 
ministration upon the production of carcinoma of 
the breast could be somewhat clarified. 

They have found that the carcinogenic poten- 
tiality of the sex hormones is apparently extremely 
variable. They have also found that this quality 
is limited by biological circumstances. For example, 
there is no doubt that estrogen plays some role in 
the production of cancerous states of the mammary 
gland and uterus in mice susceptible to cancer. 
However, in mice refractory to cancer there is 
little or no influence, and in large rodents, par- 
ticularly the rat, there is far less susceptibility to 
estrogen while in larger animals the susceptibility 
is practically nil. 

In consideration of this problem of the carci- 
nogenic potentiality of sex hormones it is evident 
that the effect is limited by species differentials as 
well as individual characteristics. 

The authors feel, therefore, that they have ob- 
tained no knowledge of the effects of estrogenic 
hormones in higher mammals, particularly man, 
but that the carcinogenic potentiality of estrogen 
administration is probably smaller in human beings 





than in experimental animals and that it is cer- 
tainly smaller in the individual not susceptible to 
malignant disease. 

The conclusions drawn from their work follow: 


“1. Transplantable mammary adenofibromas 
known to possess malignant potentialities were re- 
fractory to the influence of estrogen with the ex- 
ception of one tumor, in which a carcinoid state 
occurred. 

“2. Estrogen did not prevent the loss of glandu- 
lar tissue in mammary adenofibromas known to do 
so in the process of continued transplantation. 

“3. Tumors known to undergo sarcomatous 
changes did not show an increased sarcomatous 
tendency when exposed to continued estrogen ad- 
ministration. 

“4. Various dosages of estrogen administered to 
rats of different ages over long periods of time did 
not produce breast tissue changes beyond those ex- 
pected for long estrogen stimulation.” 

In discussion Dr. J. Mason Hundley, Jr., of Balti- 
more, reviewed the work of Lacassagne and others 
in this same field of investigation using mice. He, 
too, calls attention to the fact that most experi- 
mental work has been done in mice and there is 
very little positive information as to the carcino- 
genic activities of estrogen in the human being. 
In relation to the possible danger of increasing 
the probability of cancer by estrogenic therapy in 
the human being, he feels that the deductions 
drawn from the experimental work are illogical 
because the dosages were tremendous and prolonged, 
over practically the entire life of the experimental 
animal. For example, in Lacassagne’s experience 
the equivalent dosage in an average human female 
would have been crystaline estrogen 3,000,000 in- 
ternational units at one dose, begun early in child- 
hood and continued for several years. 

It is Dr. Hundley’s feeling, therefore, that no 
comparable dosage over such a long fraction of the 
human being’s life is employed in practice and that 
in the therapeutic application of estrogen in the 
human being there is little or no danger of carci- 
nogenic properties in the drug. 

In discussion, Dr. Howard C. Taylor, Jr., of New 
York, reported investigation in another direction 
using estrogen in two contrasting strains of mice, 
one with a high tumor incidence and one with a 
low incidence. The strain susceptible to tumor 
formation showed a relatively low reaction to the 
injections of estrogen. “From these experiments 
which we have repeated with many animals, we 
can draw certain tentative conclusions. By all odds 
the most important factor in the development of 
mammary carcinoma in mice is this inherent con- 
stitutional factor. The addition of estrogenic sub- 
stance simply emphasizes this difference. If one 
may make any inference as to the risk of giving 
estrogenic substances to women, one might expect 
that, if there is already a constitutional predispo- 
sition to mammary carcinoma in a certain woman, 
there may be a slight increase in the risk by giving 
her estrogenic therapy, whereas the woman who 
has no such constitutional predisposition is un- 
affected.” 

Comment: There are essentially three problems 
to be carefully considered in the prolonged use of 
large dosages of estrogens in the human female. 

In the first place one must evaluate the influ- 
ence of such estrogen therapy in the average in- 
dividual with no particular constitutional tendency 
to malignancy of the breast or uterus. While 
estrogen should be employed carefully in such pa- 
tients, there is probably practically no danger of 
producing a malignancy of the breast or uterus. 

The second problem is concerned with the use of 
estrogens in individuals who have had malignant 
tumors of the breast or uterus and who have had 
recognized treatment for them. It is probable that 
the reasonably cautious use of estrogens for the 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 427 


relief of vasomotor symptoms will have little or 
no influence upon the incidence of recurrence or 
extension but effort should be made to reduce the 
dosage to the lowest possible effective level and to 
limit the time of application to as short a period 
as possible. 

The third problem concerns itself with the use 
of estrogenic substances in patients who have had 
endometriosis wherein it was necessary to remove 
both ovaries and leave ectopic endometrial tissue 
in place, for example in the bowel wall or in the 
culdesac. Theoretically, estrogen administration 
would activate such endometrial remnants but ac- 
tually it apparently has little influence, probably 
because of the absence of progestin and estrogens 
can be used safely in moderate dosages for the re- 
lief of vasomotor symptoms incident with the 
castration. 

It is very well to state again that the carcinogenic 
properties of estrogen as demonstrated in experi- 
mental animals does not apply to human beings. 
However, in individuals susceptible to malignancy 
and in individuals who have had malignancies of 
the breast and uterus caution should be employed 
in the administration of estrogens, both as to dosage 
and the length of time of treatment. 

Wendell Long 
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Secondary Mastoid Infections. Harold Hays, M.D., 
F.A.C.S., New York. The Eye, Ear, Nose and 
Throat Monthly, November, 1938. 


The author gives his views of a much discussed 
question. Before the simple mastoid was so thor- 
oughly standardized, a second operation was some- 
times necessary to finish removing the infected 
cells—in such cases, however, there was a con- 
tinuous discharge from the middle ear. 

Hays states: “In secondary mastoid infections we 
have a clinical entity which may occur in any in- 
dividual who has been operated upon for mastoid- 
itis, a condition which cannot be avoided, a condi- 
tion purely accidental and which may take place 
even after the most perfect original operation has 
been performed.” 

The changed anatomy of the region is discussed 
following a simple mastoidectomy. The history of 
the secondary infection is almost uniform. An 
acute cold, sore throat or upper respiratory infec- 
tion is precipitated that allows the infection to 
travel through the Eustachian tube into the middle 
ear and the operated area. This may occur from 
year to year, particularly in children. There is 
pain in the ear and tenderness over the mastoid 
wound. Mucopus or pus may discharge spontan- 
eously from the ear canal. Most of these cases 
are not serious and a simple incision through the 
old mastoid wound into the antrum and middle 
ear will alleviate the signs and symptoms. Hays 
does this many times under ethyl chloride anaes- 
thesia in the office. Bulging of the old mastoid 
scar does not necessarily need to be waited for, as an 
incision will relieve the tension and provide drain- 
age and shorten the time of recovery. 

Two cases are reported. One a man age 55 in 
which an incision was made and drain installed 
without encountering pus but giving a recovery 
period of three days. The second case was that of 
a boy that had had a double mastoid performed 
some years before. This boy ran a high tempera- 
ture and a high blood count. He also had an acute 
throat infection which complicated the case making 
the blood count and temperature useless as a diag- 
nostic aid. His chief complaint was pain in and 


behind the right ear. There was a seromucoid dis- 
charge from an old drum perforation. He was given 
sulfanilimide and mercurochrome nose drops for 
the throat infection which proved to be strepto- 
coccus. There was not any improvement in 24 
hours so the original incision was opened and a 
drain inserted. No pus was encountered but im- 
provement was noted immediately and in a few 
days he was able to visit the office. The packing 
was removed. The third day following the tem- 
perature rose and he was taken to the hospital. 
Under general anaesthesia the wound was opened 
widely without finding any evidence of bone in- 
fection. A drain was inserted and he recovered 
uneventfully. The three problems considered in 
this case were: 1. Was this a continuance of the 
streptococcus infection in the throat? 2. Was it an 
infection in the middle ear which could be relieved 
by again re-opening the mastoid wound? 3. Or 
was it some deep-seated complication as yet un- 
discovered? 


The Problem of Intranasal Medication. Original 
paper by Theodore E. Walsh, M.D., and Paul R. 
Cannon, M.D., Chicago, Uli. Published in the 
Annals of Otology, Rhinology and Laryngology 
September, 1938. This Digest from The Digest 
of Ophthalmology and Otolaryngology, Vol I, 
No. I, November, 1938. 


As the result of the interest in the common cold 
inspired by the health columns in popular litera- 
ture, the public has become aware of the dangers 
and the necessity of early treatments of this dis- 
ease and physicians are often asked for an opinion 
as to the merits of various preparations or so-called 
“cures.” Although the proper treatment is not 
always known, physicians have often assumed that 
even if certain preparations did little if any good, 
they did at least no harm. 

“Recent observations of the effects of various 
drugs on the nasal mucosa and in the lungs fol- 
lowing nasal applications, however, have proved 
this idea to be erroneous. It therefore seems im- 
portant at this time to review the problem of nasal 
medication and to point out some of the effects of 
commonly used drugs, both on the nasal mucosa and 
on the lungs.” 

The effects on the nasal mucosa of materials 
used as vehicles for intranasal medications: 


“Oils: Perhaps the most commonly used vehicle 
for intranasal medication at the present time is 
mineral oil. Its popularity is due, no doubt, to the 
belief that it is bland and does no harm to nasal 
tissues, and because it causes no discomfort even in 
the presence of acute infections. Stark, however, 
observed that the mucous glands of the rabbit's 
nose became hyperactive after intranasal use of 
plain mineral oil. Fox later found in rabbits treat- 
ed for periods as long as nine months with intra- 
nasal sprays of mineral oil that liquid petrolatum 
apparently exerts a deleterious effect on the nasal 
mucosa of a rabbit. Even more marked changes 
were found when menthol, eucalyptol and camphor 
were used similarly, dissolved in mineral oil.” Other 
investigators “found that although liquid petrolatum 
had no immediate effect on the activity of the 
ciliary beat, it did cause slowing down or loss of 
mucous streaming.” It has been “suggested that 
oily mixtures are to be avoided where ciliary 
streaming still functions, because they interfere not 
only with the ciliary beat but with its effectiveness, 
by lying on the mucous blanket and by being pro- 
pelled with great difficulty by it. It is apparent 
that, insofar as their effects on the nasal passages 
are concerned, oily solutions effect both the mucosa 
and the cilia deleteriously and that drugs dissolved 
in them act less effectively than in saline solu- 
tions.” 

Aqueous Solutions: If oily solutions affect the 
nasal tissues and cilia adversely, do aqueous solu- 
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tions act similarly? “This question has been 
studied by both Stark and Proetz. The former irri- 
gated the nasal mucous membrane with 0.9 per 
cent saline, 2.0 per cent saline, and plain tap water 
and found, that although the effect was harmful 
in every case, isotonic saline solution caused less 
harm than did either of the other two. Proetz 
ascertained the effects of various salt solutions on 
ciliary beat and found that the cilia of both man 
and animals remained active for long periods in 0.9 
per cent solution of sodium chloride, but lost their 
activity when more concentrated solutions of sodium 
chloride were used. When the saline solutions were 
made hypotonic the outlines of the cilia were grad- 
ually lost and the surfaces became cloudy. These 
experiments indicate quite definitely, therefore, that 
isotonic saline is the vehicle of choice for drugs to 
be used in the nose. 


Antiseptics: Ever since the bacterial nature of 
disease became known, various chemical substances 
have been used in the attempt to stop bacterial 
growth in tissues. This has been particularly true 
of respiratory disease, and many kinds of drugs 
have been used in the nose and throat because of 
their presumed bactericidal effects. In recent years 
the silver salts, for example argyrol and neosilvol, 
have been especially popular, the thymol and mer- 
thiolate have also been widely used. 

“Evaluation of the rationale of such medications 
requires consideration of several factors: first, are 
such drugs actually bactericidal; second, do they 
remain in the nose long enough and in proper con- 
centration to exert an effect; and third, to they 
injure nasal mucosa, mucous glands or cilia? In 
order to ascertain to what extent these drugs are 
bactericidal for micro-organisms commonly found 
in respiratory infections, we performed a number 
of experiments. Put from a patient with bron- 
chiectasis was mixed thoroughly with solutions of 
the drugs to be tested and the mixtures were al- 
lowed to stand at room temperature. At varying 
intervals of time, 0.1 cc. of the mixture was mixed 
with melted blood agar, plates were poured, and 
after 24 hours’ incubation, colony counts were made. 
The results showed that the only drug with any 
appreciable bactericidal effect was 1 per cent 
thymol. When one considers that in an upper 
respiratory infection the causative organisms are 
not lying free on the surface of the mucous mem- 
brane, but are in the epithelial or subepithelial 
tissues, and furthermore, that in all probability 
drugs placed in the nose remain there for no longer 
than from 10 to 15 minutes, it is improbable that 
even such drugs as thymol can exert bactericidal 
effect in the upper respiratory tract. 


Lierle and Moore, and Proetz agree that thymol 
causes immediate cessation of the ciliary beat, and 
that merthiolate causes an initial slowing of ciliary 
action with cessation after a few minutes. Lierle 
and Moore state that the silver proteins cause 
initial increase of ciliary activity followed by mark- 
ed slowing, although they suggest that this latter 
effect may have been due to the fact that the drugs 
were used in watery (not isotonic) solution. 


Astringents: Astringents are also frequently used 
in nasal therapy, and their use has become more 
general in recent months because of the experi- 
mental work done on poliomyelitis of monkeys, but 
in view of the uncertainty at the present time that 
the nose is actually the portal of entry in polio- 
myelitis, the use of such astringents seems ques- 
tionable. Lierle and Moore found that 2 per cent 
sulphate caused almost immediate cessation of 
ciliary activity in the rabbit’s nose and that resusci- 
tation was not effected. 

“Vasoconstrictors: Probably the most common 
complaint of patients suffering from upper respira- 

disease is nasal obstruction, and nearly all of 
the solutions prescribed for use in the nose contain 
a vasoconstrictor. The most widely used drugs for 
this purpose are adrenalin, ephedrine, benzedrine 


and Neosynepherin. It is important, therefore, to 
know what effect these drugs may have on the 
mucous membrane and the ciliary activity. All ob- 
servers who have worked with adrenalin agree that 
this drug in 1:1,000 dilution causes immediate ces- 
sation of ciliary action. Weak solutions of ephe- 
drine, on the other hand, cause an initial speeding 
of the ciliary beat at times, but this is in no way 
detrimental to ciliary activity. Fitzhugh reports 
that Neosynepherin hydrochloride causes no ap- 
parent harm to the nasal mucosa, and states that 
this drug has a slightly longer vasoconstrictive ef- 
fect than adrenalin or ephedrine and is less toxic 
than either.” 


The passage of nasal medicaments from nose 
to lungs: 

“Of more importance than the effects of nasal 
medicaments upon the tissues of the upper respira- 
tory tract is the problem of their effect on the 
lungs. All doubt as to the ease with which medi- 
cinal solutions placed in the nose can directly go 
to the lungs has been removed by the observations 
within recent years of the widespread occurrence 
of lipoid pneumonia secondary to the use of nasal 
oil drops and sprays.” 

The intranasal use of medicated oils has proved 
that such light fluids may go directly to the lungs 
and cause serious irritation, the severity depending 
upon the kind and quantity of material aspired and 
the length of time during which it has been used. 


Effects upon lungs from intranasal admin- 
istration of watery solutions of commonly used 
medicaments: 

“In view of the ease with which the nasal oils 
may pass from the nose to the lungs, the question 
arises, do watery solutions of drugs applied in the 
nose reach the lungs, and if so, do they cause 
harm? 

“Antiseptics: It is generally assumed that silver 
salts, Neosilvol and argyrol, which are so widely 
used in nasal therapy, are non-toxic and non- 
irritating. The following observations, however, 
suggest that they may be potentially dangerous 
when so employed. Healthy rabbits were treated 
with these drugs and were studied histologically 
and by roentgenogram. The extensive edema, ne- 
crosis and desquamation of septal cells, all demon- 
strate the toxic effect of such materials when they 
enter the lungs under the conditions of these ex- 
periments. 

The effect upon the lungs of vasoconstrictive 
agents in watery solutions: 


“In the course of our studies we have tested 
aqueous solutions of some of the commonly used 
vasoconstrictive agents, instilled intranasally into 
normal rabbits. In no instance have we found any 
evidence of severe pulmonary irritation or necrosis 
such as we have seen so constantly after the use 
of nasal oils, antiseptic solutions or astringents.” 


COMMENT: “These studies emphasize particu- 
larly the potential dangers from the use of medi- 
cated oils and also antiseptic and astringent solu- 
tions, because of the chance that such materials 
may go directly from the upper respiratory pas- 
sages to the lungs and there cause serious damage 
to pulmonary tissues. It is reasonable to assume, 
therefore, that aqueous solutions of antiseptics, 
when similarly used in the nose, may also reach 
the lungs. It would seem more important to prove 
that they do not enter the lungs when used in 
humans, than to assume that they do not. 


Corneal Reaction to Weed Pollen. A. Reas Anne- 
berg, M.D., Carroll, Iowa. The American Journal 
of Ophthalmology, November, 1938. 


ee is a short article reporting six interesting 
in a period of four weeks—appar- 

po resulting from contact with massive quan- 
tities of pollen. The eyes were red, painful, had an 
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itching sensation and remained painful even when 
closed. A sensation of a foreign body was produced, 
even though not present. Both palpebral and bul- 
bar conjunctiva were inflamed. In some cases 
an iris spasm was present with an accompanying 
small pupil. At first the cornea was clear but in from 
two to four days there appeared areas of grayish 
infiltration. These areas were from one-half to 
one millimeter in diameter. When the inflamma- 
tion was at its height there was a diffuse haziness 
and a stippling of the whole cornea in two cases. 
Fluorescin failed to stain any of the corneas. The 
infiltration lasted a week or ten days with no im- 
pairment of vision resulting. Pig-weed-redroot ap- 
peared to be the predominating pollinating plant in 
all cases. 

There was one of the six patients who gave a 
previous history of allergy. About the seventh day 
his infiltration broke down into a marginal ulcer. 
Other patients’ eyes were kept patched after the 
use of butyn and bichloride ointment. The allergic 
individual did not return between the third and 
sixth days. The ulcer became secondarily infected 
and healed with difficulty, only after some infected 
teeth were extracted. The treatment on all in- 
cluded daily intramuscular injections of 10 c.c. of 
lactigen (Abbott). 

COMMENT: It has been my unpleasant exper- 
ience during the season just passed to have had 
two patients who were very allergic. The eye com- 
plications were ulcerations-violent-painful-fulmin- 
ating. Various procedures were instigated but none 
would keep the condition under control in the 
presence of an acute exacerbation of the allergic 
condition. Both patients were elderly females, 
white. 
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“An Evaluation of Excision in the Treatment of 
Ununited Fracture of the Carpal Scaphoid 
(Navicular) Bone.” Arthur J. Davidson and M. 
Thomas Horwitz. Annals of Surgery, CVIII, 291, 
August, 1938. 


A small but very definite percentage of the cases 
of ununited fractures of the carpal scaphoid fail 
to unite despite the progress which has been made 
in their treatment. 

The authors realize that good results have been 
attained in cases of delayed or early non-union 
by prolongei fixation in a non-padded plaster cast 
as recommended by Bohler; also by the method of 
multiple drilling and by the use of an autogenous 
bone peg. 

However, they feel that total excision still has a 
very definite place in the treatment of these cases 
and is the treatment of choice in irreducible frac- 
tures, in badly comminuted fractures of the sca- 
phoid (especially those associated with other car- 
pal injuries such as a dislocated semiiunar bone), 
and in neglected cases of non-union with marked 
and irreparable degeneration of the fragments. In 
cases where early return to work is essential, and 
which show obvious non-union and persistent dis- 
ability, they also advise total excision following a 
fair but not too prolonged conservative regimen. 


They state that early excision will result in a 
normally functioning and painless wrist with little 
or no deformity. The efficiency of the procedure 
diminishes, however, with delay because of the de- 
velopment of arthritis and periarthritic changes in 
the wrist. They advise against partial excision, as 
the disability is liable to persist after the procedure. 

The authors use a dorsal incision, two inches 
long, lateral and parallel to the tendon of the ex- 


tensor pollicis longus. The wrist is immobilized 
from seven to ten days, and thereafter motion is 
encouraged. 

They analyze eight cases, all in males between 
the ages of 21 and 49 years. Seven cases had total 
excision and one had partial excision. Results were 
very good or excellent in five cases, good in two 
cases, and poor in one case. The latter case was 
one of seven years’ duration with marked osteo- 
arthritic changes. 

The authors conclude that “total excision -must 
be considered in the rational therapy of ununited 
fracture of the carpal scaphoid. When utilized 
early before secondary arthritic and periarthritic 
changes take place, a very satisfactory result with 
regard to anatomic, functional and economic re- 
covery may be anticipated.” 


“Tumors of the Spine. With a Consideration of 
Ewing's Sarcoma.” Robert R. Rix and Charles F. 
Geschickter. Archives of Surgery, XXXVI, 8990, 
June, 1938. 


Two hundred and ninety-one tumors affecting 
the bone structure of the spinal column, available 
for study in the Surgical Pathological Laboratory 
of the Johns Hopkins Hospital, are analyzed. All 
of these tumors were demonstrable roentgenograph- 
ically. 

In the order of their frequency they are; meta- 
static carcinoma, primary tumors of the spinal 
column, glial tumors, tumors of the pleural sheath 
of the spinal cord, tumors of generalized distribu- 
tion, tumors of the sympathetic nervous system, and 
tumors of teratological origin. 

The metastatic carcinoma is the most common 
neoplasy of the vertebral column and usually origi- 
nates either in the breast, when it is multiple and 
destructive, or in the prostate, when it usually in- 
volves the lower spine and has osteogenetic char- 
acteristics. 

Of the primary tumors of the spine, the malig- 
nant sarcomata are found to include chondrosar- 
coma, osteolytic sarcoma, and sclerosing sarcoma. 
These may be secondary to multiple exostoses or 
to Paget’s disease. Chordoma affects the upper and 
the lower ends of the spine of the adult and pro- 
duces a destructive lesion. 

The benign growths include the giant-cell tumor 
and the osteochondroma. Hemangioma is rare 
There were 12 neuroblastic tumors. No typical 
Ewing's sarcoma of the spine was found. The dif- 
ferential diagnosis is discussed, and there are num- 
erous illustrations. 
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Ectropion and Entropion of the Eyelids. Webb W. 
Weeks, M.D., N. Y. University School of Medicine. 
From American Journal of Surgery, October, 
1938, page 78. 


The author gives in detail the method used for 
correction of ectropion and entropion of the eye- 
lids. He uses local anesthesia of one per cent of 
pontocaine for the conjunctiva instilled locally with 
two per cent novocaine with adrenalin added 
infiltrated into the eyelid. 

Cautery punctures are advised for ectropion of 
recent origin when local non-surgical measures fail. 
Also twisted black silk No. 3 sutures are used in 
some cases for correcting ectropion. In the atonic 
and atrophic cases and in the paralytic cases the 
Kuhnt-Szymanowski operation is used. 

The author gives diagrams and a detailed descrip- 
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tion of the technique employed. If the ectropion 
is due to a scar either from a burn, infection or 
trauma, the area is divided and a graft supplied 
in the defect. The author prefers skin from the 
opposite eyelid for this purpose. A graft from the 
upper arm, thigh, scrotum or the prepuce may 
be used. 


Entropion: The author uses cautery punctures 
as in ectropion applying the needles to the skin 
side going down into but not through the tarsus. 
The Celsus operation is used in some cases. In 
others the Birch-Hirschfield is employed. 

If the entropion is partial and at the outer one- 
third of the eye-lid the Spenser Watson procedure 
relieves the rolling in and the trichiasis as well. 
When the condition is due to cicatricial contrac- 
ture with tarsal deformity and trichiasis, the 
Streatfield-Snellen procedure is used. 

Summary: Surgical experience dealing with spas- 
tic ectropion or entropion where early eyelid struc- 
tural changes have set in, has shown that the 
simpler operative procedures are quite uniformly 
successful; and that where permanent damage has 
occurred the plastic operative procedures described 
gives excellent cosmetic and functional results. 

Comment: The plastic procedure employed about 
the eyelids demand considerable detailed study. 
Neglect in any one step may result in a poor re- 
sult. All infection must be obliterated before any 
grafting is considered. Co-operation between oph- 
thalmologist and plastic surgeons is_ essential. 
Ideally to do this work probably a man should be 
a competent ophthalmologist plus a highly trained 
technician in plastic repair. 


The Effect of Local Antiseptic Agents on Infected 
Wounds. David P. Anderson, Jr., M.D., Phila- 
delphia. From Annals of Surgery, November, 
1938. 


The author has carried out some experimental 
work to determine the rate of healing in infected 
wounds. Agents used: 

1. Dry gauze. 2. Moist saline dressing. 3. Alcohol 
dressing. 4. Iodoform gauze. 5. Azochloramide in 
normal saline. 6. Merthiolate 1/1,000. 7. Katadyn 
silver. 8. Dakin’s solution and zinc peroxide cream. 

Two cases were given sulfanilamide by mouth. 


Conclusions: The group of local agents consid- 
ered in this study had little or no beneficial effect 
upon the healing’ of infected wounds, except for 
the action of zinc peroxide in specific cases. 


The few antiseptic agents which had definite 
bactericidal action on surface organisms in normal 
granulating wounds were ineffective in the pres- 
ence of tissue necrosis, and it is only under the 
latter circumstances that the existing infection is 
likely to retard healing. 


1, Healing of granulating wounds under normal 
conditions as determined by precise volume meas- 
urements, occurs according to a regular geometric 
curve which may be expressed, in function of area 
and time. 

2. The presence of a large number of organisms 
on the surface of wounds does not ordinarily re- 
tard healing. 

3. A quantitative study has been made of the 
effect of local agents, particularly antiseptic sub- 
stances, on the rate of healing and the bacterial 
flora of infected wounds. 

In the management of infected wounds, less at- 
tention should be given to the selection of a potent 
local antiseptic agent. It is of more importance to 
consider the problem of increasing local tissue 
immunity, which may be influenced by factors 
of a general nature remote from the site of the 
wound, and aiding the sequestration of necrotic 
tissues rich in bacteria by mechanical or chemical 
debridement and adequate surgical drainage. 





UROLOGY 
Edited by D. W. Branham, M.D. 
514 Medical Arts Building, Oklahoma City 











Why Does the Trichomonas Vaginalis Recur? Re- 
port of 38 cases. Earl John Karnaky, Houston, 
Texas. The Urologic and Cutaneous Review, 
November, 1938. 


The author is of the opinion that trichomonas 
infection is curable in a high percentage of cases, 
70 to 80 per cent. Those that fail to improve or 
tend to recur do so because of infection in the 
sexual partner. In an examination of 150 husbands 
in whose wives trichomonas vaginalis recurred, he 
found 38 cases of these to have the organism either 
in the urethra, the prostate or under the prepuce. 
Most of these men had no complaints as far as 
disease of these structures was concerned. 


Therapeutic attention to the male and careful 
personal hygiene, particularly in sexual intercourse, 
produced excellent results in these refractory cases. 
The use of a rubber cundrom and instillation of 
argyrol into the urethra are effective measures to 
prevent infection. 

He feels that trichomonas vaginalis infection in 
the male is self-limited disease, disappearing usual- 
ly in two or three months. As far as the treat- 
ment of the infection in the female is concerned, 
the ordinary antiseptic drug will be found effective 
providing the P-H of the mucous membrane of the 
vagina is lowered to a sufficient acidity. A P-H 
of 4.0 to 4.4 is necessary to obtain a high percent- 
age of cures. By the addition of hydrolysed glu- 
cose and lactose to the ordinary antiseptic drugs 
he has been able to raise the percentage of perma- 
nent cures to 93 per cent. 


Metastases From Occult Carcinoma of the Prostate. 
Ormond 8. Culp, Baltimore, Maryland. Journal 
of Urology, October, 1938. : 


The purpose of this report is first, to remind 
practitioners of the startling incidence of prostatic 
carcinoma. Second, to show that metastases occur 
not infrequently from microscopic tumors found 
only at autopsy. Third, to record an unusual case 
of occult carcinoma of the prostate with meta- 
stases. 

A brief review of the literature by the author 
emphasizes the prevalence of this disease and the 
author details a case report in which the dominant 
clinical finding was the neurological disorder mani- 
fest in a transverse myelitis due to vertebral 
metastasis. 

He summarizes his impression in the following 
statements: 

1. Carcinoma of the prostate is the most common 
type of cancer in men, occurring in more than 14 
per cent of those over 50 years of age. 

2. Prostatic cancers frequently metastasize tc 
the vertebral column and usually do so only when 
far advanced. 

3. Occult carcinoma found only on serial sec- 
tions of the prostate may metastasize extensively, 
producing severe neurological manifestations with- 
out any urinary symptoms. 

4. Any unexplained spinal cord lesion should 
suggest early prostatic carcinoma even though rec- 
tal examinations are negative. 
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(A.M.A.) 315 
Pylorus, Ulcerating Stenosis of the, and Its 
Complications 176 


R 


Rabies Prophylaxis, Report of 12 Cases, with 
Discussion of (A.M.A.) 

Refraction, The Development of Modern 
Methods of Estimating 

Renal Capsule, Some Observations on the 

Rheumatism and Arthritis, Present Status of 

Rupture of the Bile Ducts, Traumatic 


s 


Scalp, Complete Avulsion of, in Loss of Right 

Schick Negativeness, Need of Redetermining, in 
School Children (A.M.A.) 

Sinuses, Osteomas of the Paranasal, Report of 
Cases 

Sinus, Maxillary, The External Operation on the 

Sinus Infections, Treatment of Lateral, With- 
out Operation on the Jugular Vein 

Sinus, Spontaneous Hemorrhage into the Max- 
illary 

Sinusitis, Chronic 

Sinusitis, Dietary Treatment of Chronic 

Spine, Giant Cell Tumor in Cervical 

Spine, Tumor of the—With a Consideration of 
Ewing’s Sarcoma 

Stain, A Practical Method of tSaining Tre- 
ponema Pallida by Means of Low Surface 
Tension 

Sternal Puncture, Hematological Observation on 
Bone Marrow Obtained by 

Stone Problem, Present Aspects of 

Sulfanilamide Therapy and Artificial Fever 
Therapy in the Treatment of Gonorrheal 
Infections of Women 

Sulfanilamide Therapy in Gonorrhea and its 
Complications 

Synovectomy, A Review 

Syphilis in the Female, Primary 


? 


Tendon, Tears of the Supraspinatus 

Tendovaginitis, Stenosing, At Radical Styloid 
Process 

Tension, Premenstrual 

Tests. Pregnancy, Intra-dermal, An Evaluation 
of the Anterior Pituitary—Like Substance. 
With a Study of the Possibie Relation of 
this Test to Prolan Content 

Tests, Pregnancy 

Test, Tolerance, Observations on the One Hour 
Two Dose Dextrose 

Tests for Pregnancy, Skin 

Tetany with Dihydrotachysterol, The Treat- 
ment of Postoperative 

Thiamin (Vitamin B-1), the Chemistry of 
(A.M.A,) 

Thrombosis of Axillary Vein 

Thrombosis, Interesting Cases of Lateral Sinus 

Thrombosis of the Lateral Sinus and Acute 
Bacterial Endocarditis, Differential Diag- 
aosis Between 

Thyroidectomies, Five Hundred, Some Practical 
Reflections 

Toxemia of Pregnancy, Eye Changes in the 
Management of Hyptertensive 

Transfusion, Inexhaustible Sourse of Blood for 

Trauma, Problems of Intra-abdominal Injuries 
Due to External 355 

Trichomonas Vaginalis, Why Does the, Recur__ 430 


Tuberculin, Correlation of Positive Reaction to, 
and Shape of Chest (A.M.A.) 

Tuberculosis, Testing of Activity of Childhood 
(A.M.A.) 

Tumor, Giant Cell, of the Cervical Spine 

Tumors, Multiple Primary Malignant (A.M.A.) 251 

Tumors, Proctologic (A.M.A.) 354 

Tumor of the Spine—With a Consideration of 
Ewing’s Sarcoma 


U 


Ulcers, Duodenal Gastrodudenostomy for Cer- 
tain, (A.M.A,) 

Urinary Tract, Calculous Diseases in the 

Urinary Tract, Lesions of the 

Ureteral Pain, Distribution of 

Uterus, Carcinoma of the, Results of Radiation 
Therapy for 


V 


Vaginectomy 285 

Vaginitis, Gonococcic, Treatment of — With 
Estrogenic Hormone 210 

Vaginitis, Trichomonas Vaginalis, A Compara- 
tive Study of Treatment and Incidence in 253 

Vasectomy, Successful Repair Four Years Sub- 
sequent to Bilateral Vas Deferens An- 
astomosis 

Vitamin A, Chemistry of (A.M.A.) 

Vitamin B-1, Human Requirements for 

Vitamin B-1, Methods of Assay and Food 
Sources (A.M.A.) 

Vitamin B, Treatment of H.K. with 

Vitamin C, (A.M.A.) 

Vitamin C Deficiency, Pathology of (A.M.A.) 

Vitamin D, Human Requirement of (A.M.A.) 

Vulvovaginitis ,.Diabetic or Mycotic 


Ww 


Wounds, Cutaneous, and Ulcerations with Cod 
Liver Oil and Allantoin, Treatment of 
Wounds, Notes on Cutaneous Healing in 


MISCELLANEOUS 


A 
Alpha Epsilon Delta Convention 


B 
Benzedrine Sulfate, Mental Effects of 


Cc 
Council Accepted Products 


E 
Early Diagnosis Campaign 


International Assembly 


M 
Mead Johnson Vitamin A Award 
Medico-Military Symposium 


N 
New Director of State Health Laboratories, 
Announced by Dr. Chas. M. Pearce 
New Orleans Graduate Medical Assembly 


Oo 
Oklahoma Pediatric Society 


P 
Practice, Opportunities for 
Program, 46th Annual Session 
Pneumococcal Infections in Oklahoma 
Protamine Zinc Insulin, Squibb 


R 
Roster, 1938 216-226 
Roster Additions 321 


Ss 
School Chiid’s Breakfast, The 92 











